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Original Articles 


Carcinoma of the Jeyunum 


Report of a Case 


MAX THOREK, M.D., F.I.C.S. 


CHICAGO, ILLINOIS 


AND 


HELLMUTH H. CHIARI, M.D. 


VIENNA, AUSTRIA* 


small intestine are admittedly rare. 

Sorlin in 1824 wrote the first article 
on carcinoma of the jejunum. Leichten- 
stern reported that malignant lesions of 
the small intestine form 0.095 per cent of 
all malignant lesions of the entire gastro- 
intestinal tract. Maydl estimated this fig- 
ure at 0.029 per cent, Nothnagel at 0.051 
per cent. Reviewing the literature, one 
finds that carcinoma of the intestine ac- 
counts for between 0.029 and 6 per cent 


P 'smatt in malignant lesions of the 


*At present in Chicago. 

From the Department of Surgery, American Hospital of 
Chicago. 

Submitted for publication March 26, 1954. 


of all gastrointestinal malignant lesions 
(Barsch,! Ewing, Forgue and Chauvin; 
Pridgen; Mayo and others;? Raiford, 
Christofferson and Jacobs); the general 
average of cases described is 3 per cent. 
In a recent review (necropsy report of 9,- 
866 cases) on carcinoma as the cause of 
death in the hospitals of Vienna during 
1950,7 carcinomas of the small intestine, 
3 in male and 4 in female patients, exclud- 
ing carcinoid tumors, were observed in a 
total of 2,306 carcinomas (0.3 per cent) ; 
781 carcinomas of the entire gastrointes- 
tinal tract (0.89 per cent), and 319 carci- 
nomas of the intestinal tract (2.32 per 











cent). Henke and Lubarsch,* in their text- 
book on specific pathologic anatomy and 
histology, stated in 1929 that malignant 
lesions of the small bowel form 1.3 per 
cent of all malignant lesions of the intes- 
tinal tract. It was pointed out by Barsch,' 
the incidence of malignant disease of the 
small bowel is on the increase as reflected 
in the American and European literature ; 
this is perhaps largely due to improved 
diagnostic methods and renewed interest 
in the subject. 

An exhaustive review of the incidence 
as related to sex, roentgenographic and 
clinical observations, pathologic picture, 
treatment and prognosis in 63 cases of 
carcinoma of the jejunum and ileum sur- 
gically treated at the Mayo Clinic from 
1907 through June 1947, meticulously cor- 
related with cases found in the literature, 
was given by Pridgen, Mayo and Dock- 
erty? in 1950. The report of our additional 
case seems important in that it calls atten- 
tion to this admittedly rare malignant le- 
sion, brings the total incidence up to date, 
and reviews the significant symptoms and 
signs, which are often misinterpreted or 
overlooked. 





Fig. 1—Stomach, duodenum and proximal jejunal 
loops. Jejunum is markedly distended. 
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REPORT OF CASE 


H. D., a 36-year-old white man, eleven 
months prior to his admission to the hospital, 
felt extremely exhausted, weak and eontinu- 
ously tired. General examination in May 1953 
revealed anemia (hemoglobin 37 per cent [5.1 
Gm.]). The erythrocyte count was 2,850,000, 
and the leukocyte count 13,200, per cubic mil- 
limeter of blood. 

Roentgen examination of the gastrointes- 
tinal tract and the kidneys disclosed no abnor- 
mality; examination of the bone marrow also 
gave negative results. The anemia was treated 
by the usual iron-liver therapy, and during 
the following months the patient felt much 
better. In September 1953 he noticed for the 
first time a peculiar fullness in the umbilical 
region and the right lower abdominal quad- 
rant, accompanied by increasing weariness, 
weakness and fatigue. Simultaneously he no- 
ticed dark or black stools. Subsequently the 
peculiar sensation culminated in abdominal 
pains around the umbilicus, radiating to the 
right side and the back, varying in severity 
and character, but mostly cramplike. Those 
occurred several hours after eating; in the 
patient’s opinion this was not related to the 
type of food taken; he always enjoyed a good 
appetite and never complained of gastric dis- 
turbances. The symptoms were noted during 
defecation, when he passed flatus or belched 
gas. A second roentgen examination of the 
gastrointestinal tract (December 22) revealed 
distention of the proximal jejunal loops, sug- 
gesting a lesion of the small bowel. The pa- 
tient was admitted for further examination 
on December 28. 


History.—The patient had 10 brothers and 
sisters; 2 had died at an early age, and all 
others were well. There was no history of 
previous diseases or major operations. The 
patient’s father was 65 years old and well; 
his mother, 62 years of age, had complained 
of gastric symptoms for several years, but 
had refused to consult a physician. Her father 
had died, about thirty years earlier, of a gas- 
tric ailment, which the patient stated was a 
cancer. 

The patient had had mumps, chickenpox and 
whooping-cough in childhood. During mili- 
tary service he was admitted for a couple of 
weeks to an army hospital in the South Pa- 
cific theatre because of high fever; in his 
opinion it was malaria. The symptoms had 
persisted. In 1947 he underwent a hemorrhoid- 
ectomy. Otherwise he was never ill. 
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The patient did not smoke; he drank occa- 
sionally (beer and wine). He denied that he 
had ever had venereal disease. There were no 
urinary disturbances. The bowel movements 
were normal, with no constipation or diarrhea, 
but the stools were dark or black. He had lost 
about 5 pounds (2.3 Kg.) during the last few 
weeks prior to admission to the hospital. 


Examination. — Physical examination re- 
vealed the patient to be well built and mus- 
cular. He weighed 185 pounds (83.9 Kg.) and 
was 5 feet 10 inches (177.8 cm.) in height. 
There was no abnormality except in the abdo- 
men, which revealed a painless immovable 
area of moderate resistance in the right lower 
quadrant, approximately in the midline be- 
tween the umbilicus and McBurney’s point. 
There was no distinctly palpable mass and no 
visible peristalsis, nor was succussion or any 
other sign of obstruction present. The liver 
and the spleen were not palpable, and the ab- 
domen was, except for the local resistance and 
tenderness, normal. There were no signs of 
free fluids. 


The blood count revealed hypochromic ane- 
mia, with 6.3 Gm. of hemoglobin (44 per cent). 
The erythrocyte count was 3,000,000, and the 


leukocyte count 7,000, per cubic millimeter of 
blood. The differential count was normal. The 
benzedrine test for blood in the stool gave a 
strongly positive reaction. Urine examination 
and serologic tests (Kahn) gave negative re- 
sults. 


A chest roentgenogram revealed no signifi- 
cant abnormalities. In reexamination of the 
gastrointestinal tract, the distention of the 
proximal jejunal loops observed ten days ear- 
lier could not be detected. The small bowel 
evacuated the barium meal within an hour; 
after four hours the colon was filled. At the 
same time, marked spasticity of the pylorus 
and duodenum was observed, so that an in- 
flammatory process in that region was sus- 
pected. An ulcerous niche, however, could not 
be detected. The appendix was long and dis- 
tended but in normal position. There was no 
sign of disease of the colon. 


The patient had no fever; his blood pres- 
sure, pulse rate and respiratory rate were 
normal. Preoperatively he was given 4 pints 
of blood after which the hemoglobin content 
rose to 68 per cent (10.6 gm.), the erythrocyte 
count to 3,320,000 and the leukocyte count to 
16,000. Multovitamin-feasol therapy was also 
given. Operation was performed on the tenth 
day after admission. 
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Fig, 2.—Film taken four hours after intake of the 

barium meal. Part of the contrast medium has 

reached the colon. The distended proximal jejunal 
loops are still visualized. 


Operation. — Premedication (scopolamine, 
gr. 1/200) was given an hour and a half be- 
fore operation. Anesthesia was induced with 
cyclopropane and continued with a cyclopro- 
pane-ether mixture by orotracheal intubation. 
A small amount of anectine was used to pro- 
vide better relaxation. During the operation 
patient was given 1,000 cc. of blood and 500 
cc. of 5 per cent dextrose in water. The blood 
pressure, pulse rate and respiratory rate were 
always essentially normal. The patient was 
conscious at the end of the operation, and all 
reflexes were present (Chiari). 


The abdomen was opened (Thorek) through 
an upper middle right rectus incision. Ex- 
ploration of the contents of the upper abdom- 
inal cavity revealed that the proximal jejunal 
loops were displaced to the lower part of the 
right side and adherent, suggesting an intra- 
abdominal hernia. Further exploration re- 
vealed a tumor of the proximal jejunal loop, 
10 to 15 cm. below the ligament of Treitz. 
There was penetration of the jejunal lesion, 
which was attached at the point of penetration 
to the mesentery of the lower portion of the 
ileum. In an attempt to free the bowel from 
its attachment, the tumor was broken through 
and opened into the lumen of the small bowel. 
The neoplasm and about 30 cm. of the jejunum 
with its mesentery were resected, the ends 
closed and a side-to-side anastomosis per- 
formed. A triangular portion of the mesen- 
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tery of the lower part of the ileum invaded 
by the tumor was resected, and the opening 
was closed by interrupted sutures. The blood 
supply of the regional part of the ileum after 
this resection seemed adequate. The abdom- 
inal wall was closed in layers. 

Pathologic Observations. — The specimen 
consisted of a segment of jejunum measuring 
approximately 30 cm. in length. In the center 
a bulging firm tumor mass was present, meas- 
uring 5 cm. in its largest diameter. The ante- 
rior surface of the bowel wall showed an irreg- 
ular defect measuring 2 by 1.5 cm. In addition 
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there existed a globular mass of omental fat 
tissue measuring 4 by 3 by 1.5 cm., the sur- 
face of which was infiltrated with grayish 
hemorrhagic tumor tissue. This apparently 
formed part of the anterior wall of the jeju- 
num, where the aforedescribed defect had 
been discovered. The specimen when opened 
revealed marked dilatation of the lumen of 
the jejunum proximal as well as distal to the 
tumor mass. On examination the tumor showed 
a craterlike ulcerated surface. The cut section 
invaded the entire thickness of the bowel wall 
and, in addition, extended into the contiguous 


‘ 


Fig. 3.—Transition from normal to tumor growth (scanning view). 
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Fig. 4—Same as Figure 1, in higher power magnification. 


portion of the mesentery. 

Histologically, sections from the tumor 
mass revealed a growth composed of large 
, masses of irregular glandlike structures lined 
with atypical epithelial cells. The surface of 
the tumor was ulcerated. The growth invaded 
the entire thickness of the bowel wall and 
extended into the aforedescribed fatty tissue. 


233 


Laterally it infiltrated the deeper layers of 
the bowel wall, beneath an intact mucosa. Sec- 
tions through the mesentery revealed meta- 
static tumor tissue corresponding to this de- 
scription. 

The pathologic diagnosis was adenocarci- 
noma of the jejunum with metastases to the 
regional lymph nodes. 
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Fig. 5.—Tumor proper (high power magnification). 


Course.—The postoperative course was un- 
eventful. The patient was given the normal 
amount of fluids, antibiotics and vitamins. A 
Levine tube was in place until the second pest- 
operative day; catheterization was necessary 
during the first 24 hours. The temperature 
rose only on the first postoperative day to 
100.4 F.; the following days it was normal. 
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The patient was discharged on the tenth post- 
operative day, in good general condition. 


COMMENT 


As has been stated, an exhaustive re- 
view of the literature on carcinoma of the 
jejunum and ileum was presented by 
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Fig. 6.—Infiltrating growth in mesentery (low power magnification). 


Pridgen, Mayo and Dockery? in 1950. 
They described a triple symptom complex 
for such lesions: anemia, obstruction and 
perforation. These occur in a high per- 
centage of cases. In the case here re- 
ported, anemia was present when the pa- 
tient was hospitalized for the first time 
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(May 1953); roentgenographic examina- 
of the gastrointestinal tract at that time 


revealed no pathologic change. The pa- 
tient complained only of weakness and 
fatigue, symptoms that are characteristic 
of any type of anemia, and the usual anti- 
anemic therapy brought relief from these 
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disturbances. In September 1953 the pa- 
tient first noticed the sensation of a “for- 
eign body feeling,” and later he perceived 
pains in the right lower abdominal] quad- 
rant (a location which usually points to 
the appendix) and around the umbilicus. 
Pridgen and his associates stated that 
pains caused by such malignant lesions 
occur mostly in the left lower abdominal 
quadrant and around the umbilicus; how- 
ever, the attachment of the tumor to the 
mesentery of the right lower abdominal 
quadrant, observed at operation, explains 
the cause of the pains on the right side. 

A noteworthy point, however, should be 
emphasized: Roentgenographic examina- 
tion of the gastrointestinal tract on De- 
cember 22 revealed distention of the 
proximal jejunal loops, suggesting an ob- 
structive lesion — and ten days later a 
second roentgenographic examination, in- 
tended to corroborate the previous impres- 
sion of pathologic involvement of the 
jejunal loops, failed to do so. The barium 
meal passed through the small bowel 
within an hour; only marked spasticity of 
the pylorus and the duodenum, suggesting 
a possible inflammatory process in that 
region, was observed. The penetration of 
the lesion, supposed to produce the “per- 
forative syndrome” and responsible for 
the detachment to the mesentery, was not 
complained of by the patient. Finally, 
another major symptom of malignant 
change — loss of weight — was entirely 
absent. 


SUMMARY 


A case of adenocarcinoma of the jeju- 
num is reported in which, despite the 
presence of the full pathologic triad, ane- 
mia, obstruction and perforation (Pridgen 
and others), the lesion was not recognized 
before operation. The reason was that 
only anemia was manifest. The two other 
features (obstruction and _ perforation) 
could not be definitely established by clin- 
ical and roentgenologic study. 
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ZUSAM MENFASSUNG 


Es wird iiber einen Fall von Karzinom 
des Jejunums berichtet, der trotz Vor- 
handensein der vollen Trias (Pridgen 
u.A.) vor der Operation nicht erkannt 
worden war. Der Grund dafiir war, dass 
die Anaimie das einzige manifeste Krank- 
heitszeichen war; die beiden anderen 
(Obstruktion und Perforation) konnten 
weder klinisch noch réntgenologisch mit 
Sicherheit nachgewiesen werden. 

Peer 

L’autore descrive una tecnica personale 
per l’esecuzione di trapianti cartilaginei, 
da lui impiegati per primo allo scopo di 
colmare depressioni delle ossa craniche, 
difetti della faccia e nella ricostruzione 
dell’orecchio. Egli suggerisce di impiegare 
detti trapianti anche per altri scopi. Sono 
preferibili trapianti cartilaginei autogeni, 
per quanto ben tollerati siano anche trapi- 
anti prelevati da cadaveri e conservati in 
apposite banche. Le altre_ indicazioni 
sono: la riparazione di vaste perdite di 
sostanza della parete toracica, di ernie 
dell’addome e di estese perdite di sostanza 
della colonna vertebrale e di altri segmenti 
scheletrici nell’infanzia e nella giovane eta. 


RESUMEN 


Se comunica un caso de carcinoma del 
yeyuno en que a pesar de la presencia de 
la triada patol6gica completa (Bridgen y 
col.), la lesion no fué reconocida sino hasta 
después de la operacion. La raz6n de esto, 
es que solamente se encontraba anemia, los 
otros dos fendmenos (obstruccién y per- 
foracién) no pudieron ser establecidos en 
forma definida por el examen clinico y el 
estudio roentgenografico. 


RIASSUNTO 


Viene descritto un caso di carcinoma 
del digiuno che, nonostante la presenza 
della triade sintomatica caratteristica 
(Pridgen e al.), non fu diagnosticato pre- 
operatoriamente perché, dei tre sintomi, 
soltanto l’anemia era manifestamente pres- 
ente mentre lo stato occlusivo e la per- 
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forazione non poterono essere altrettanto 
chiaramente accertati con l’osservazione 
clinica e con gli studi radiologici. 


RESUME 


Les auteurs rapportent un cas de car- 
cinome du jéjunum, dont la _ présence 
n’avait pas pu étre révélée avant |’opéra- 
tion malgré la triade pathologique Pridgen. 
L’anémie seule était apparente, les deux 
autres signes (obstruction et perforation) 
ne purent pas étre établis définitivement 
par l’examen clinique et radiologique. 
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Those who have suffered much have lived long. Never suppose that 
lonely spirits know nothing of the world; they see and judge it. 


It is the misfortune of a usurper that he is bound to have two sets of 
enemies, those who gave him his crown and those from whom he took it. 


A courage which looks easy and yet is rare; the courage of a teacher 
repeating day after day the same lessons—the least rewarded of all forms 


of courage. 


Flatter the passions of the day, and you immediately become a hero. 


A creature and a creator! There lies the whole difference between one 


man and another. 


—Balzac 











the surgical treatment of certain con- 

ditions of the extremities and spine 
and may be essential to the treatment of 
established nonunion and delayed union 
of fractures, after osteotomy, open reduc- 
tion of certain types of recent, unstable 
and infected fractures, elimination of joint 
motion in the presence of pain or disease 
and filling in after removal of benign 
bone tumors. Removal of an autoplastic 
bone graft from a donor site adds to the 
already present problem by further muti- 
lation of the patient as well as an increase 
of operating time; also, the possibility of 
infection is increased, and if the donor 
site is a long bone the latter may fracture. 


The procedure of replacing lost parts of 
bone with bone from the same person is 
termed autoplastic. When the transplanted 
bone comes from one of the same species 
the method is known as homoplastic, and 
if the bone is grafted into one of a dif- 
ferent species it is called heteroplastic. An 
alloplastic graft is a substitute, e. g., a 
graft made up of a mixture of calcium 
salts. It would seem that the ideal graft, 
possible in the future, is an absorbable 
alloplastic graft, one that is strong, inex- 
pensive to manufacture, easily sterilized 
and, most important, well tolerated by 
living tissue. 

It may be presumed that the most im- 
portant function of the alloplastic material 
is to stimulate proliferation of bony tissue 
and that calcium salts may act as a stimu- 
lus for the differentiation of osteoblasts 
from proliferating connective tissue. 


Method of Preparing the Graft.—An 


Bere: grafting plays a vital role in 


The facilities of the Department of Anatomy, University 
of Kansas, Lawrence, Kansas, and the Department of 
Pathology, Menorah Hospital, Kansas City, Missouri, were 
used in this study. 

Submitted for publication Feb. 15, 1954. 


Alloplastic Bone Graft Used Experimentally 


ALEXANDER LICHTOR, M.D., F.I.C.S. 
KANSAS CITY, MISSOURI 


alloplastic graft was made in such a 
manner as to approximate the chemical 
and physical characteristics of bone. One 
of the formulae given for bone is as fol- 
lows: organic matter 31.03, calcium phos- 
phate 58.23, calcium carbonate 7.32, cal- 
cium fluoride 1.41, magnesium phosphate 
1.32 and sodium chloride 0.69. The organic 
matter is described as gelatin or gelatin- 
like. 

1. Granular gelatin was used for the 
organic matter. The mineral salts in the 
aforementioned proportions were added, 
and the mixture was gently heated after 
the addition of just enough water to make 
a thick paste. When dry, the resultant 
white mass was hard and insoluble in 
acetone and ether but unfortunately dis- 
solved in hot water. In order to render 
the material more adaptable for use, 
formaldehyde was added to the warmed 
mixture. A small amount of formaldehyde 
exerts a preservative action on gelatin. 
When dry, the formogelatin is insoluble 
in either cold or boiling water. Dried or 
powdered formogelatin was used during 
World War I as an antiseptic dusting 
powder for wounds. 

2. When a few drops of 10 per cent 
formaldehyde are added to a mixture of 
water, gelatin and inorganic salts, the ma- 
terial changes rapidly from a pasty to a 
rubbery texture. The latter, dried, was 
used as an alloplastic graft. 

Method of Experimentation. — Guinea 
pigs were used, The lower thoracic laminae 
were curetted bilaterally in order to break 
up the superficial cortical bone. An allo- 
plastic graft was placed next to the lam- 
inae on the left only, the other side 
being used for comparison. Fixation was 
secured by suturing the paravertebral 
muscles with cotton; the skin wound was 
also closed with cotton sutures. Twenty- 
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Fig. 1.—Section of experimental animal twenty days after operation. A, alloplastic 
graft; B, new bone proliferation; C, view superficial to curetted lamina on oppo- 
site side of B. 


two animals were used and observed for 
postoperative periods up to three hundred 
days, the animals being killed at five-day 
intervals to one hundred days, then at 
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two hundred and three hundred days. No 
infections were encountered. 

Microscopic Studies.—The operative 
areas in the spine were sectioned so as to 
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Fig. 2.—Section of a spine forty-five days after the operation. D, area of in- 
creased proliferation of membranous bone; E, center of alloplastic graft; F, view 
on opposite curreted lamina for comparison. 


include the laminae bilaterally in cross — slight inflammatory reaction with poly- 
section. morphonuclear neutrophils where the graft 

The animal killed five days after the had been placed, and also striking cellular 
operation, examined histologically, showed _ proliferative tissue. On the other side, 
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where the lamina had been curetted, there 
was no inflammatory reaction or connec- 
tive tissue. 

The animal killed twenty days after the 
operation (Fig. 1) showed marked new 
bone formation from the spinous process, 
of the compact trabeculated type. Fibrous 
tissue proliferated along the spinous proc- 
ess. Dorsal to this area of reaction was 
the amorphous material of inorganic salts 
of bone dispersed in formogelatin. The 
opposite lamina, without the graft, 
showed slight proliferation of bone without 
fibrosis. 

Figure 2 shows a cross section from the 
spine of the animal killed forty-five days 
after the operation. On the side of the 
alloplastic graft there was increased pro- 
liferation of membranous bone, as well as 
an increased amount of bone from the 
lamina. 

The section of the spine of the animal 
killed three hundred days after the opera- 
tion revealed, on the grafted side, marked 
increase of membranous bone and fibrous 
connective tissue. 

Practical Application—In view of the 
foregoing facts, the alloplastic graft has 
been used in clinical cases, which will be 
reported in the near future. 


SUMMARY 


An alloplastic graft was made from the 
inorganic salts found in bone mixed with 
gelatin, the latter taking the place of the 
organic substance of bone. Formaldehyde 
was added to render the material sterile 
and resistant to dissolution by water. The 
alloplastic bone graft was inexpensively 
and easily prepared. On curetted laminar 
bone from the spines of guinea pigs this 
alloplastic materia] was placed unilateral- 
ly. The opposite side was simfarly cu- 
retted and used as a control. Postopera- 
tively there was no undesirable reaction of 
living tissue to this material. Where there 
had been contact of the living laminar 
bone with the alloplastic graft, a liberal 
amount of fibrous. tissue and new bone 
formed. This type of graft has been used 
in several cases, which are being followed. 
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It is suggested that such a graft has 
clinical application as a graft and possibly 
also as a peg. If preferred, collagen or 
collagen-like material may be considered, 
rather than gelatin, as a substitute for the 
organic substance of bone. 


RESUME 


Une greffe hétéroplastique artificielle 
fut fabriquée a l’aide des sels inorganiques 
extraits de l’os, et de la gélatine, cette 
derniére remplacant la substance organi- 
que de l’os. On ajouta de la formaline 
pour la stériliser et pour la rendre inso- 
luble. Cette greffe osseuse fut préparée 
facilement et a peu de frais. Ce matériel 
hétéroplastique fut placé d’un céte sur 
les lames curettées de l’épine dorsale de 
cobayes. L’autre coté fut simplement cur- 
etté afin de Jlutiliser comme controle. 
Aucune réaction pathologique tissulaire 
post-opératoire ne fut constatée au niveau 
de la greffe. Au contraire, on vit de l’os 
néoformé et du tissu fibreux. Ce type de 
greffe a été utilisé dans plusieurs cas, dont 
l’évolution est suivie. 

L’auteur pense que cette greffe a des 
applications clinique en tant que greffe 
et également en tant que cheville osseuse. 
Si on préfére, on peut utiliser du collagéne 
au lieu de la gélatine pour remplacer la 
substance organique de I’os. 


ZUSAM MENFASSUNG 


Es wurde ein allopastisches Knochen- 
transplantat aus einer Mischung von anor- 
ganischen Knochensalzen und Gelatine 
hergestellt, wobei die Gelatine die Rolle 
des organischen Knochenmaterials tiber- 
nahm. Um die Substanz steril und gegen 
Auflé6sung durch Wasser’ widerstands- 
fahig zu machen, wurde Formalin hinzu- 
gefiigt. Das alloplastische Transplantat 
liess sich leicht und billig herstellen. Es 
wurde auf kiirettierten flachen Knochen 
an einer Seite der Wirbelsdéule von Meer- 
schweinchen aufgesetzt. Die andere Seite 
wurde in ahnlicher Weise kiirettiert und 
als Kontrolle beniitzt. Das Material rief 
nach der Operation keine unerwiinschten 











Reaktionen des lebenden Gewebes hervor. 
An den Stellen, wo lebender flacher 
Knochen mit dem alloplastischen Trans- 
plantat in Beriihrung war, kam es zu 
reichlicher Bildung von fibrésem Gewebe 
und neuem Knochen. Diese Form des 
Knochentransplantats kam in _ verschie- 
denen Fallen, die zur Zeit weiter verfolgt 
werden, zur Anwendung. 

Es wird angenommen, dass sich das 
Material zur klinischen Anwendung als 
Transplantat und méglicherweise auch als 
Stift eignet. Wenn man es vorzieht, kann 
man anstatt der Gelatine auch Kollagen 
oder kollagenartiges Material als Ersatz 
der organischen Knochensubstanz in Be- 
tracht ziehen. 


RESUMEN 


Se hizo un injerto haloplastico a partir 
de sales inorganicas del hueso mezcladas 
con gelatina, esta ultima tomando el lugar 
de la substancia organica del hueso. Se 
agreg6 formaldehido para esterilizar el 
material y hacerlo insoluble en agua. El 
hueso haloplastico fué barato y facil de 
preparar. Se colocé unilateralmente sobre 
hueso laminar socabado de columna ver- 
tebral de cuyes. El lado opuesto fué so- 
cabado en forma semejante y usado como 
control. Postoperatoriamente no hubieron 
reacciones de cuerpo extrafno a este ma- 
terial. En el sitio de contacto del hueso 
laminar y el injerto haloplastico se de- 
sarrollo tejido fibroso y hueso nuevo. Este 
tipo de injerto se ha usado en varios 
casos que se han seguido en su evolucion. 

Se sugiere que dicho injerto tiene apli- 
cacién clinica como injerto y posiblemente 
tambien como férula. Si se prefiere puede 
considerarse el uso de las substancias 
colagenas 6 colagenoideas en vez de la 
gelatina como substitutas de la substancia 
organica del hueso. 
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RIASSUNTO 


Il trapianto era formato di sali inor- 
ganici di provenienza ossea mescolati a 
gelatina; quest’ultima rappresentava la 
parte organica. Si aggiunse formalina per 
sterilizzare il materiale e renderlo inso- 
lubile. Cosi preparato, il trapianto si di- 
mostrd economico e facile da ottenere. Fu 
innestato in cavie sulle lamine vertebrali, 
previo raschiamento; il lato opposto fu 
preparato allo stesso modo perché servisse 
come controllo. Il materiale si dimostro 
ben tollerato dai tessuti; nei punti di 
contatto con il trapianto l’osso produsse 
tessuto fibroso e osso neoformato. I casi 
trattati sono tuttora in studio. I] metodo 
pud trovare applicazioni cliniche. Al posto 
della gelatina si potrebbe usare collageno 
o sostanze simili. 


RESUMO 


Um enxerto aloplastico foi conseguido 
de sdis minerais encontrados em 6sso mis- 
turado com gelatina, esta ultima substitu- 
indo a substancia organica do osso. Foi 
adicionada formaldeida para tornar 0 ma- 
terial esteril e resistente a dissolucao pela 
agua. O enxerto osseo aloplastico é barato 
e facilmente preparado. 

Foi praticada a experimentacaéo em por- 
cos da Guiné, nao oferencendo ao posope- 
ratorio qqualquer reacao a receptividade 
désse material. 

Pensa o autor que ésse tipo de enxerto 
tera aplicacao clinica, o que, alias, é per 
éle sugerido. 


REFERENCES 


1. Robinson, A. (editor): Cunningham’s Text- 
book of Anatomy. New York: Oxford University 
Press, 1937. 7th ed. 

2. Alexander, J.: Glue and Gelatin. Chemical 
Catalogue Company, Inc., 1923. Pp. 211-212. 
































A Method of Restoration of the Bile Flow 
After Damage to the Common Bile Duct 


H. J. MCCURRICH, B:S., M.S., F.R.C.S., M.R.C.O.G., F.I.C.S. 
HOVE, SUSSEX, ENGLAND 


Surg. 21:304) an account of an emer- 

gency repair of the common bile duct, 
in which a sleeve of mucosa from the du- 
odenum was used to form the lower end 
of the common duct. The operation was 
performed in November 1942. This sim- 
ple, rapid method enabled me to avoid 
retroperitoneal exploration of the bile 
ducts in a patient desperately ill from 
biliary peritonitis. It tided my patient 
over a grave emergency. She remained 
well for over a year, and I hoped that the 
result would be permanently satisfactory, 
but early in 1944 there developed irregular 
attacks of pyrexia and jaundice, with clay- 
colored stools. The liver became consider- 
ably enlarged. After some weeks an ab- 
scess in the scar of the original operation 
became manifest. The abscess was opened 
and drained. Bile accompanied the pus; 
a fistula was traced to the liver. 

It was apparent that the patient had 
cholangitis and complete obstruction of 
the common bile duct. Her general health, 
which was poor, became much better after 
rest in the hospital, but the passage of 
clay-colored stools and bile in the urine 
continued, and there was a little bile- 
stained discharge from the old wound. 
Consequently, on Feb. 24, 1944, at the 
Royal Sussex County Hospital, I explored 
the subhepatic pouch at the site of the 
first operation (cholecystectomy) per- 
formed by a colleague at another hospital, 
with use of Kocher’s incision. At the sec- 
ond operation I had employed an upper 
right paramedian incision. This incision 
was now excised. There was a biliary 
fistula from the old Kocher incision which 


[: January 1944 I published (Brit. J. 
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could be traced to the biliary tract. There 
were many adhesions around the region 
of the common duct. Eventually the upper 
part of the common duct was located with 
an attached stenosed cord below it. 

The lower end of the upper fragment 
of the common duct was divided above the 
stricture and the duct defined. The open 
end was about 0.7 cm. below the juncture 
of the two hepatic ducts. Two tubes about 
the bore of a Ryle tube and about the same 
length were employed, the end of each tube 
being passed up the remains of the com- 
mon hepatic duct and then one of them 
passed into the right hepatic duct and the 
other into the left (see illustration, 71). 
The fibrous remains of the mucosal tube 
fashioned in the emergency operation re- 
ferred to were excised, and a window cut 
in the upper surface of the duodenum (2). 
An additional small window was cut in 
the anterior surface of the descending part 
of the duodenum. The two tubes were 
drawn into the duodenum through the top 
window and then out through the lower 
window (2). The upper window was then 
brought up to the liver, and the edges of 
the window were sutured with interrupted 
stitches of fine thread to the peritoneum 
over the liver in such a way that the cut 
end of the common duct and the emerging 
tubes lay in the middle of the window 
(2 and 4). The tubes were next brought 
through the great omentum (5) and out 
through the incision, the ends being put 
into a sterile bottle (6). 

The patient was given a blood transfu- 
sion, Convalescence was smooth. The tubes 
were drawn out on the fifth postoperative 
day and the wound proved, as had been 
hoped, self-sealing, owing, in my opinion, 
to the omental pad through which the 











tubes had passed. 

The abscesses in the Kocher incision 
healed, and the patient left hospital six 
weeks after the operation. Up to the time 
of writing, she has remained well except 
for some trouble with hemorrhoids, dealt 
with by injections in 1949. In 1954, ten 
years after the operation, she is in good 
health. Her present age is 58. 

The second case was that of a patient 
at the Brighton General Hospital. In 1943, 
a man aged 62 underwent cholecystecto- 
my for gallstones. This was followed by 
a biliary fistula and clay-colored stools. 
At the request of my friend and colleague, 
Mr. Powell, I explored the area, and found 
the divided end of the common hepatic 
duct. The operation aforedescribed was 
carried out. Three months later the pa- 
tient was perfectly well. It was difficult 
to keep track of him, as he was of intem- 
perate habit and apt to go off on a drink- 
ing bout. He was admitted to the medical 
wards of the Royal Sussex County Hospi- 
tal in September 1948, and died in 1949 
of arteriosclerosis and a gastric ulcer. A 
massive hemorrhage from this ulcer was 
the cause of death. He had jaundice, and 
was said to have become jaundiced six 
months after the repair operation. His 
right thigh had been amputated eight 
months before his death for arteriosclero- 
sis and gangrene of his right foot. The 
postmortem summary, signed by Dr. R. 
W. P. Johnson—to whom I am grateful 
for permission to publish—reads as fol- 
lows: 


“Huge ulcer at pylorus with large vessel 
in base, stomach and bowels full of blood, 
liver cirrhotic and bile-stained, small pig- 
ment stones in intrahepatic bile ducts, gall- 
bladder missing, bile duct surrounded by 
adhesions, spleen firm and slightly enlarged, 
cystitis. Coronary arteries atheromatous 
but patent. Abdominal aorta and iliacs arte- 
riosclerotic.” 
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It is difficult to know whether stenosis 
of the hepatic duct had occurred or not. 
The presence of a large pyloric ulcer may 
have had an influence on biliary obstruc- 
tion. 

Mr. Powell informs me that he has used 
this method of repair in 2 additional cases, 
with satisfactory results, thus bringing the 
number of cases up to four. 

In the fifth case the method of bringing 
rubber tubes from the hepatic ducts 
through the duodenum and out through 
the second part through an omental 
“washer” was employed, but the common 
duct was united by end-to-end anastomosis 
(see illustration, 7 and 8). The patient, a 
woman aged 46, was being operated upon 
by me for cholecystitis at the request of 
a medical colleague. The ducts were very 
small, and the bile duct was mistaken for 
the cystic duct, which was practically non- 
existent. The duct of relatively small cali- 
ber that was thought to be the cystic duct 
appeared to run down to a large duct that 
was thought to be the common bile duct 
but in reality was the portal vein. 

In inspecting the area after removal of 
the gallbladder I discovered what had hap- 
pened—the divided common hepatic duct 
had retracted upward and was found with 
difficulty. Two tubes were passed with 
some difficulty into the right and left he- 
patic ducts. The posterior edge of the 
divided hepatic duct was sutured with 
interrupted fine thread to the posterior 
part of the common bile duct; a probe 
carrying a silk thread was passed down 
the common bile duct into the duodenum, 
and an incision was made in the second 
part of the duodenum over the point of 
the probe, which was then drawn out. The 
silk thread was attached to the two tubes, 
which were introduced with some difficulty 
into the rather narrow common bile duct. 
The tubes, by means of gentle pushing 
from above and pulling on the silk from 


Opposite, successive stages of procedure described in text: 1, two tubes passed through common 

hepatic duct into right and left hepatic ducts; 2, tubes pulled through duodenal windows; 3, upper 

duodenal window sutured to peritoneum; 4, common hepatic duct with emerging tubes placed in mid- 

dle of window; 5, emerging tubes brought through great omentum; 6, tubes brought through inci- 

sion, to drain into sterile bottle; 7, tubes passed through remnant of common duct (another case) ; 
8, end-to-end anastomosis of common duct. 
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below, were drawn out and passed through 
a hole made in the omentum. The anasto- 
mosis of the common duct was then com- 
pleted ; five interrupted fine thread stitches 
were used. The abdomen was closed, with 
the tubes passing to a bottle. A corrugated 
drain was put down to the area of the gall- 
bladder bed. This was removed on the 
fourth postoperative day. The tubes to the 
hepatic ducts were removed on the seventh 
day. A little discharge followed for a few 
days. The patient left the hospital, healed, 
on the nineteenth day, and has remained 
well since. 

The advantages of this operation are 
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that drainage of the bile is under visual 
observation and can scarcely be obstructed, 
and stenosis is less likely than with an 
artificially reconstructed duct. When anas- 
tomosis is possible, the tubes form a splint 
around which it is easy to complete the 
anastomosis without contracting the lu- 
men. The risk of leakage is diminished, 
and, owing to free drainage, even if the 
anastomosis were to break down even 
slightly, leakage of bile into the peritoneal 
cavity is unlikely to occur. No further 
operation to remove the tubes is required. 
No foreign substance (e.g., no vitallium 
tube), is left in the ducts. 


To me the charm of an encyclopedia is that it knows—and I needn’t. 


—Francis Yeats-Brown 


Laughter is not at all a bad beginning for a friendship, and it is far 


the best ending for one. 


—Oscar Wilde 


There is a greater distance between some men and others, than between 


some men and the beasts. 


—Montaigne 


All who suffer are full of hatred: all who live drag a remorse: the dead 


alone have broken their chains. 


—Victor Hugo 


There are two sorts of ruins: one is the work of time, the other of men. 
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—Chateaubriand 




















Avulsion of Central Third of the Face 


Report of a Case 


ALMA DEA MORANI, M.D., F.A.C.S., F.LC.S. 


PHILADELPHIA, PENNSYLVANIA 


dure involves a well-known dual re- 

sponsibility on the part of the sur- 
geon, i.e., to restore, to as near the nor- 
ma] status as possible, both the function 
and the appearance of the part involved. 
The surgeon’s major thought in planning 
a reconstruction must thoroughly canvass 
the possibility of utilizing all avulsed tis- 
sues in the neighborhood of the damaged 
areas before considering the employment 
of flaps or tissues from the vicinity of the 
defect or from distant areas of the body. 
In cases of injury the procedure of choice 
should always be to repair the defect 


[aur objective of every plastic proce- 


Submitted for publication May 25, 1954. 


PERE Ses: 


promptly, bearing in mind that, wherever 
possible, an immediate one-stage recon- 
struction offers the best chance of success- 
ful restoration from both the functional 
and the cosmetic point of view. 

With these established principles as 
guides, I offer a case report that illustrates 
the satisfactory employment of an imme- 
diate one-stage repair of extensive damage 
to the central third of the face. Actually 
a grafting of avulsed tissues was involved, 
for devitalized flaps torn from their bony 
attachments and practically devoid of blood 
supply constituted a composite graft of 
bone, cartilage and soft tissue. In my opin- 
ion the rarity of this type of injury war- 
rants publication of the case. 


Fig. 1.—A, appearance of patient one hour after accident, showing avulsion of central third of face. 

B, closeup of injured area revealing avulsion of upper lip, columella, nasal flap, including nasal bones, 

and nasal septum, Also present were extensive lacerations of both cheeks from the region of the 
zygoma to the nasolabial fold. 











Fig. 2. 
after accident. Entire pedicle débrided and fitted 
into original defect. B, end of two-hour opera- 
tive procedure, showing intranasal catheters and 
bolster type dressing on upper lip. 


A, reconstruction attempted two hours 





REPORT OF CASE 


On Jan. 17, 1952, G. A., a white woman 
aged 18 was injured in an automobile acci- 
dent at 11 p.m. She stated that she had been 
unconscious for a few minutes after the crash, 
but remembered sitting in the front seat of 
the car and being thrown forward and pinned 
to the windshield. She recalled that her face 
was bleeding badly and that someone covered 
it, put her on a stretcher and brought her 
to the hospital. 
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On admission the patient was conscious and 
in a state of moderate shock with all its clini- 
cal manifestations. She was alert enough to 
try to answer simple questions but had dif- 
ficulty in enunciating words and considerable 
pain with any movement of the head. On first 
appearance the central third of the face ap- 
peared to be an unrecognizable mass of man- 
gled soft tissues that had been avulsed from 
their bony attachments. There was a void 
where the upper lip and the nose should have 
been located, and a narrow pedicle (attached 
only by skin to the root of the nose) contained 
the middle third of the upper lip, the philtrum, 
the columella, one-half of the nasal septum, 
with portions of the inferior turbinates, and 
practically the entire nose. In the deeper por- 
tions of this wound were located the upper 
half of the nasal septum and portions of the 
superior and middle turbinates of each side. 
The base of the face wound contained two 
clot-covered apertures that represented the 
nasal openings, through which one could see 
the nasopharynx. Many fragments of septal 
cartilage were scattered in the wound, and 
the perpendicular plate of the ethmoid was 
visualized in the depth of the central cavity. 
The ethmoids did not appear to be fractured. 
After cleansing, irrigation and draping of the 
face more careful examination was possible. 
With local infiltration procaine anesthesia, sup- 
plemented by small doses of Penthothal, the 
following injuries were noted: 


1. Compound comminuted fractures of the 
nasal bones. 

2. Avulsion of the central third of the up- 
per lip, with exposure of the right maxilla. 

3. Avulsion of the nose from the columella 
to the nasal bridge. 

4. Multiple fractures of the nasal septum, 
with displacement of the upper half into 
the attached pedicle. 

5. Multiple lacerations of both cheeks, eye- 
brows and the region of the left knee. 

After consideration of the patient’s satis- 

factory general condition, it was decided to 
attempt an immediate one-stage grafting and 
reconstruction of the avulsed tissues. Prime 
attention was given to the establishment of a 
normal nasal passageway, which, from the 
functional point of view, seemed the most dif- 
ficult chore. Consideration of the reconstruc- 
tion of a normal nose was also kept in mind 
during the operative procedure. 


Operation.—Attention was first directed to 
control of the bleeding in the mangled avulsed 
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pedicle, followed by debridement of glass, dirt 
and devitalized skin and mucous membrane. 
Two fine wire sutures were used to reapproxi- 
mate the torn nasal septum and relocate it 
in its central position. Many fine interrupted 
sutures were required to restore the continuity 
of the turbinates on each side and the mucous 
membrane covering of the cartilaginous sep- 
tum. After this, two medium-sized rubber 
catheters were inserted in the nares and di- 
rected posteriorly into the nasopharynx. These 
tubes acted both as splints and as nasal air- 
ways. Inspection of the distal portion of the 
pedicle showed it to contain the columella, the 
philtrum and the central third of the upper 
lip; all of these tissues were pale, and little 
bleeding was present. Gentle cleansing and a 
slow reconstruction of these parts followed, 
plain fine catgut sutures being used for the 
muscle layers and fine black silk sutures for 
accurate approximation of the edges of mucous 
membrane within the mouth and the edges of 
skin on the face. Next, the many lacerations 
of cheeks, lips and eyebrows were closed with 
fine interrupted silk, and a bolster type of 
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pressure dressing was fixed by through-and- 
through suturing of the labial region. Finally 
the flattened nasal bridge was elevated, and 
petrolatum gauze dressings were applied over 
all wounds. 

Postoperative Course.—On January 18, the 
morning after the operation, the patient ap- 


peared in good condition. Parenteral fluids 
and sedation had been administered and anti- 
biotic therapy begun. Tetanus antitoxin was 
given and saline compresses were ordered to 
keep the soft tissues moist and free of serum 
and blood clots. The nasal catheters were fre- 
quently irrigated to keep the nasal airways 
clear, since these were kept in their original 
position for six days. It was hoped that these 
tubes would stabilize the nasal septum while 
it was healing. Postoperative roentgenograms 
were taken (Fig. 3A). 

Six days after the operation, with the pa- 
tient under general anesthesia, the original 
dressings were changed and the rubber cathe- 
ters and most of the skin sutures were re- 
moved. The grafted pedicle showed fair color, 
and in most areas healing was satisfactory. 





Fig. 3.—A, roentgen film revealing multiple fractures of the nasal bones. 





Wire sutures in place, 
uniting torn nasal septum. B, appearance eighteen days after injury. Patient discharged from hos- 
pital with satisfactory airways and granulating wounds of nasolabial folds. 
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The region of the right nasolabial groove was 
somewhat dusky with cyanosis of that portion 
of the lips. Intranasal inspection showed an 
adequate airway and a granulating area 1% 
inch (1.2 cm.) square in the anterior third 
of the nasal septum, although the septum was 
central in position and had no perforation. 
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The original wire sutures were removed, with 
some difficulty, and the depressed nasal frac- 
ture was again elevated and wired by through- 
and-through fixation. The patient continued 
to make an uneventful recovery, and ten days 
later the wires through the nasal bridge were 
removed without anesthesia. A fair bony con- 





Fig. 4.—Appearance six months after injury. All scars seem stable but are still prominent. Patient 
advised to have second plastic operation for removal of multiple free scars. 





Fig. 5.—Appearance after scar excision and sandpapering. Patient satisfied with both functional 
and cosmetic results. 
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MORANI: FACIAL AVULSION 





Fig. 6.—Appearance with makeup camouflage over remaining facial scars. End results approximately 
two years after accident. 


tour resulted, and all lacerations seemed 
healed, with only a moderate amount of scar 
tissue deformity. The patient was discharged 
eighteen days after the operation with a satis- 
factory functional and a fair cosmetic result. 
She was advised to return after six months 
for excision of the facial scars in an effort 
to achieve a more desirable appearance (Fig. 
3B). 


Follow-Up Care.—After the patient was dis- 
charged from the hospital she was seen at 
monthly intervals. Particular examination was 
made of the nasal vestibule and the posterior 
portion of the nasal septum. It was noted 
that after three months contraction in all of 
the involved scars had ceased. The nasal sep- 
tum seemed stabilized in the midline, and the 
ordinary nasal speculum could be inserted 
without difficulty in either nostril. Edema and 
induration of the entire flap gradually sub- 
sided. The dusky color of the lip slowly 
changed to a normal pink. Examination after 
six months revealed the appearance shown in 
Figure 4. 


Course.—In October 1952 (nine months aft- 
er injury) the patient was readmitted to the 
hospital for excision of the multiple facial 
scars. With the patient under heavy sedation 
and infiltration anesthesia of 1 per cent pro- 
caine hydrochloride, the scars of both naso- 
labial folds were carefully excised and all 
bleeding controlled. The scar on the right side 
showed considerable scar tissue extending the 
full depth of the wound. Fine catgut sutures 
were used to unite the muscle layers and in- 
terrupted fine black sutures to approximate 
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the skin edges accurately. Considerable care 
was necessary to align the edges of the ver- 
milion border of the upper lip. The curved 
scar on the left cheek was gently sandpapered 
in an attempt to smooth out the irregular skin 
surface. Petrolatum gauze pressure dressings 
were then applied to all wounds. 

The patient made an uneventful recovery 
and left the hospital six days after the opera- 
tion. Inspection of the internal nose revealed 
a satisfactory midline septum with adequate 
airways on both sides. The nasal opening on 
the left was somewhat smaller than that on 
the right. The patient stated she had no dif- 
ficulty in breathing. — 

On Feb. 11, 1953, approximately two years 
after the accident, the patient appeared for 
final examination and photographs. Inspection 
revealed both functional and cosmetic restora- 
tion to be satisfactory (Fig. 5). 

It was the impression that, with modern 
makeup technic, the slight scarring still pres- 
ent on this patient’s face could be completely 
camouflaged. The patient is well pleased with 
her appearance, and it is considered that the 
surgeon’s responsibility for a satisfactory re- 
construction of both function and appearance 
had been fulfilled (Fig. 6, A, B, and C). 


SUMMARY 


A case is reported in which an imme- 
diate one-stage reconstruction of a severe 
facial injury was performed. The repair 
demanded a three-hour procedure, utiliz- 
ing a composite graft of skin, subcuta- 
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neous tissues, cartilage and bone involved 
in a pedicle containing the upper lip and 
nose. Nine months after the original in- 
jury the patient was operated on for re- 
moval of conspicuous facial scars. The final 
result was satisfactory from both the 
functional and the cosmetic point of view. 
It was considered that the surgeon’s re- 
sponsibility had been satisfactorily dis- 
charged. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall von sofortiger 
einzeitiger Reparatur einer schweren Ge- 
sichtsverletzung berichtet. Die Operation 
dauerte drei Stunden, und es wurde ein 
Transplantationslappen aus Haut, Unter- 
hautzellgewebe, Knorpel und Knochen 
beniitzt, dessen Stiel die Oberlippe und die 
Nase enthielt. Neun Monate nach dem 
Unfall wurde der Kranke zwecks Entfer- 
nung auffalliger Gesichtsnarben operiert. 
Das Endergebnis war sowohl vom funk- 
tionellen als auch vom kosmetischen Stand- 
punkt aus zufriedenstellend. Es lasst sich 
sagen, dass der Chirurg seine Pflicht in 
verantwortlicher und befriedigender Weise 
erfiillt hat. 


RIASSUNTO 


Una grave lesione traumatica della 
faccia fu riparata chirurgicamente in un 
tempo unico, con un intervento della dura- 
ta di 3 ore. Si uso un trapianto cutaneo 
complesso, con sottocutaneo, cartilagine e 
osso. Dopo 9 mesi si dovette procedere 
alla plastica delle cicatrici deturpanti, ma 
il risultato definitivo fu soddisfacente dal 
punto di vista cometico e funzionale. 
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RESUMEN 


Se comunica un caso mostrando una re- 
construccién inmediata en un tiempo de 
una lesién facial grave. La reconstruccién 
requirié tres horas, utilizando uninjerto 
compuesto de piel, tejido celular, cartilago 
y hueso, aplicado en un pediculo conteni- 
endo la nariz labio superior. Nueve meses 
después de la lesién, se operé al paciente 
a fin de quitar cicatrices faciales. El re- 
sultado final fué satisfactorio desde los 
puntos de vista cosmético y funcional. Se 
consider6é6 que la _ responsabilidada del 
cirujano habia sido descargada satisfac- 
toriamente. 


SUMARIO 


O autor comunica um caso em que re- 
alizou uma reconstrucao imediata em um 
tempo de grave leséo da face. O reparo 
foi feito 4 custa de um enxerto de pele, 
tecido subcutaneo, cartilagem e osso, in- 
cluidos em um pediculo contendo labio 
superior e nariz. Nove meses apés a lesao 
inicial, foi removida a cicatriz facial. O 
resultado final foi satisfatorio sob 0 ponto 
de vista funcional e cosmético. 


RESUME 


L’auteur rapporte un cas montrant une 
reconstitution en anatomique un temps 
d’une blessure grave de la face. La durée 
opératoire fut de 3 heures. On a utilisé 
une greffe composée de peau, de tissu sous- 
cutané, de cartilage et d’os inclus dans la 
peau. Neuf mois plus tard on excisa les 
cicatrices. Le résultat final donna satisfac- 
tion, tant au point de vue fonctionnel qu’au 
point de vue esthétique, a telle enseigne 
que la responsabilité du chirurgien fut 
complétement dégagée. 

















Combined Abdominal and 


Right Thoracic Approach to Lesions of the 
Middle and Upper Thirds of the Esophagus, 


and its Immediate Results 
SHIGETSUGU KATSURA, M.D., F.I.C.S., AND YOSHINOBU ISHIKAWA 


SENDI, JAPAN 


esophageal carcinoma consists of 

bringing up the stomach from the 
left side of the thorax through a left thora- 
cotomy. 

Lewis! (1946), Mcmanus? (1948), Kent* 
(1950) and others have reported a method 
of bringing the stomach into the right 
side of the thorax. Sweet and Garlock,* 
(1950) who are authorities in this field 
in the United States, are not in favor of 
approaching the esophageal lesion through 
a right thoracotomy. 

According to our experience, left thora- 
cotomy for carcinoma of the upper and 
middle portions of the esophagus carcino- 
ma is inconvenient, because separation of 
the tumor behind the aortic arch is hard 
to perform. 

Our operative procedure is as follows: 
1. Abdominal part: After laparotomy, the 
stomach is freed. Then the abdominal wall 
is closed. 2. Thoracic part: Left thora- 
cotomy is done for carcinoma of the lower 
part of the esophagus and for cardia car- 
cinoma, right thoracotomy carcinoma of 
the upper and middle parts of the esopha- 
gus. Then the tumor is excised and gas- 
troesophageal anastomosis done. In both 
approaches the stomach is brought up 
through the hiatus of the diaphragm with- 
out division of the diaphragm. The ab- 
dominal and the thoracic parts of this op- 
eration are done in one stage. 

As is shown in Table 1, 38 carcinomas 
of the esophagus and cardia have been 


[ie prevailing surgical approach to 
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operated on through the chest from April 
1950 to September 1952, with 3 deaths 
(7.9 per cent). In 16 cases of carcinoma 
of the upper and middle parts of the esoph- 
agus the stomach was brought through the 
right side of the chest. Of these, gastro- 
esophageal anastomosis in the right side 
of the chest was done in 10. There was 1 
operative death; the patient had a per- 
foration of the esophageal carcinoma in 
the right side of the chest. Two days later 
empyema occurred in the chest cavity. An 
emergency operation was done, but the 
patient died on the tenth postoperative 
day owing to deterioration of empyema 
thoracis. In 6 cases esophagogastrostomy 
was performed on the right side of the 
neck bringing the stomach from the right 
side of the chest. One of the 6 patients 
died of the operation; empyema thoracis 
occurred as a result of necrosis of the 
stomach close to the anastomosis. Death 
occurred on the fourteenth postoperative 
day. 


TABLE 1.—IJmmediate Results of Operation 
(April 1950 to October 1952) 





No. of Operative 


Method of Operation Cases Deaths 





Gastroesophageal anastomosis 


in left side of thorax............ 15 0 
Gastroesophageal anastomosis 
in right side of thorax.......... 10 1 


Gastroesophageal anastomosis 

at neck bringing stomach 

from right side of thorax.... 6 1 
Gastroesophageal anastomosis 

at neck bringing stomach 

anterior to thorax................ 7 1 





Total 38 3(7.9%) 
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TABLE 2.—Preoperative General Condition of Patients Operated On by Right Thoracic Approach 
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Duration 
Case of Symptoms, Weight Height Level of 
No. Patient Age Sex Months (Kg.) (Cm.) Diet Lesion 
1 S. K. 59 M 5 43.1 160 Fluid Upper 
2 se 57 M 2 54.3 160.5 Solid Upper 
3 A. K. 52 M 2 35.5 150.8 Fluid Upper 
4 E. A. 53 M 5 48 165.5 Fluid Upper 
5 (we 60 M 3 49.5 Fluid Upper 
6 Cc. O. 56 M 2 55 164.5 Solid Upper 
7 K. A. 59 M 3 45.2 154 Fluid Middle 
8 K. K. 60 M 5 40.5 150.5 Fluid Middle 
9 S. E, 57 M 4 52 157.5 Fluid Middle 
10 S. S. 64 M 6 45 163.5 Fluid Middle 
11 S. A. 71 M 3 54 168.5 Solid Middle 
12 K. 8. 63 M 4 40 160.5 Fluid Middle 
13 7. Hi. 58 F 4 33 140.5 Fluid Middle 
14 M. T. 52 M 3 51 161 Fluid Middle 
15 S. N. 41 M 1 55 166 Solid Middle 
16 ork. 57 M 1 


Fifteen gastroesophageal anastomoses 
were performed in the left side of the 
thorax after resection of the esophageal 
lesions, without a death. In 7 cases gas- 
troesophageal anastomosis was performed 
subcutaneously on the left side of the neck 
by bringing the stomach under the skin 
anterior to the sternum. There was 1 
death. 

A review of the operative cases, shows 
that, of 16 patients with carcinoma of up- 
per and middle parts of the esophagus 
operated on through the right side of the 
thorax, 2 are dead. Though our patients 
are all in relatively late stages of the dis- 
ease, operation has been accompanied with 
a low mortality rate. Therefore it seems 
to us that operation through the right 
side of the chest for the carcinoma of the 
upper and middle portions of the esopha- 
gus is a recommendable technic for re- 
moval of the tumor. 


The operative procedure and the pre- 
operative and postoperative condition of 
the 16 patients operated on by the com- 
bined abdominal and right thoracic ap- 
proach are here described: 


57.5 Solid Lower 


Preoperative Condition and Care.—As 
is shown in Table 2, the patients were 
generally emaciated, and only 5 did not 
show a great loss in weight. The passage 
of food was bad; only 5 of 16 cases could 
take a normal diet. There were not a few 
cases who showed dehydration, anemia 
and decrease of serum protein. The pre- 
operative condition of the heart, liver and 
lungs was tested (Table 3). These data 
showed low values. 


General measurements to combat dehy- 
dration, anemia, etc., were adopted. The 
preoperative laboratory tests having been 
performed, operation was performed ten 
days after the patient’s admission to the 
hospital, even on those cases whose gen- 
eral condition had not greatly improved. 
Jejunostomy was not performed. Accord- 
ing to our experience, this procedure can- 
not be expected to improve the general 
condition of a highly emaciated patient 
within a short period. 

Operative Technic.—A one-stage opera- 
tion is performed. Anesthesia, having been 
induced with pentothal sodium, is main- 
tained by ether-oxygen inhalation, a closed 
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circulating system being used. Generally, 
the atmospheric pressure is carried 
throughout the operation. When the ab- 
dominal procedure is performed, the upper 
part of the patient’s body is lifted about 
10 degrees in the supine position. Later 
a bag is inserted under the shoulder and 
hip, and the right side of the body is 
lifted about 10 degrees for the thoracic 
part of the operation. A median incision 
is made from the processus xyphoidius to 
the umbilicus. The left lobe of the liver is 
freed from the diaphragm and retracted 
toward the right side. The stomach is then 
separated from the surrounding tissues. 
The important thing is not to injure the 
right gastroepiploic and the right gastric 
vessels. When the muscular layer of the 
esophagus and the mediastinal pleura is 
freed as high as possible at the esophageal 
hiatus of the diaphragm, it becomes easier 
to bring up the stomach into the chest 








TABLE 3.—Preoperative Condition of Function of Heart, Lungs and Liver 
in Patients Operated On by Right Thoracic Approach 
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cavity. A median incision about 4 cm. 
long is made on the diaphragm to widen 
the esophageal hiatus. This is done to pre- 
vent constriction of the stomach when it 
is brought up into the chest through the 
hiatus of the diaphragm. 

An intestinal clamp or a von Petz clamp 
is used to cut the stomach from the esoph- 
agus. The severed end of the stomach is 
closed with purse-string suture, while the 
stump of the esophagus is tied with a 
string and dabbed with mercurochrome. 
The freed stomach is then brought in 
front of the chest to the neck, in order 
to determine whether the stomach could 
be brought to the neck without tension. 
If the stomach is not brought to the neck 
satisfactorily, either the omentum is in- 
cised or the peritoneum to the right of 
the duodenum is incised to release the ten- 
sion. During this procedure, the gastric 
vessels mentioned previously are not in- 









Duration 





of Symptoms, Function 
Patient Age Months Cardiac Function of Lung Function of Liver 
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S. K. 59 5 Low Voltage 45 + + 13 2.06 
*A.p.c. 
1. Si 57 2 Normal 10 86 — + 2 1.40 
ASK. 52 2 Normal 62 = +++ 6 1.22 
E. A. 53 5 Normal 51 | +44 15 1.47 
C. O. 56 2 Normal 74 — — 7 1.99 
LAB ok 60 5 Normal 14 53 + + v ene 
S. S. 64 6 Low Voltage 68 — { 6 1.47 
| er 63 4 Normal 61 } 1 1.26 
ae 58 4 Normal 46 | 5 1.34 
S.N. 41 1 Normal 13 47 — — 5 1.44 
Takeda’s® Collapsible Volume of Lung: (1 — M.B.Cee./min. Ke TO0X< Estimated vital capacity 








M.B.C=Maximum breathing capacity 
B.C=Breathing capacity 
*Patients in the first half year after operation. 


B.C ee./min. 


Calculated vital capacity 
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Fig. 1—Abdominal part of operative procedure. 


jured if meticulous care is observed. With 
this procedure we have always been able 
to achieve our purpose. A string is sutured 
to the highest portion of the stomach and 
tied with the string attached to the esoph- 
agus (Fig. 1). 

This procedure has been adopted for 
total esophagectomy, but when an esopha- 
gogastrostomy is done in the pleural cavity 
the omentum is incised to free the stomach 
for the length expected to be necessary for 
anastomosis. The stomach is cut at the 
cardia with the von Petz clamp to make 
a gastric tube, as shown in Fig. 2 1. This 
tube is tied with the esophagus. The ab- 
dominal wall is closed. The abdominal part 
of the operation is then completed. 

The right fifth or sixth rib is cut as far 
as the posterior axillary line, and one rib 
above or below the resected rib is cut at 
the posterior part of the bone. The pleural 
cavity is entered at the bed of the excised 
rib and is widely opened. As the procedure 
is done under atmospheric pressure, the 
lung collapses after a short while. After 
the lung has been retracted with a malle- 
able retractor, the tumor is examined care- 
fully. 

In total esophagectomy or when the 
anastomosis is performed above the azy- 
gous vein, it is necessary to sever the vein 
between ligatures. The esophagus is freed 
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from above and below the lesion, and the 
tumor is removed en mas. In performing 
gastroesophageal anastomosis in the chest, 
the esophagus is freed 5 cm. above the 
infiltration of the lesion, or as much as is 
necessary. As the blood vessels to the 
esophagus appear like strings, they are 
ligated. 

In extirpating the tumor, the infiltra- 
tive lesion is resected as far as possible 
even when contralateral] pneumothorax is 
expected. However, when the aorta and 
the trachea are infiltrated, a palliative 
operation is done. The operation is never 
limited to exploration. When the anasto- 
mosis is done in the thorax, an ordinary 
intestinal clamp is applied 5 cm. above the 
tumor, and the esophagus is severed 2 cm. 
from the intestinal clamp. A clamp is also 
applied to the end of the stomach, with 
ample gastric wall. The posterior layer 
is made by using four or five interrupted 
sutures through the whole layer of the 
esophagus and the stomach. The anterior 
anastomosis is carried out by using several 
interrupted sutures through and through 
the esophagus and the stomach. Both 
clamps are then removed. A gastric cathe- 
ter (size Fr. 6) is inserted through the 
nose and left in the stomach. The gastric 
serosa and the muscular coat of the esoph- 
agus are sutured together with Lembert’s 
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seromuscular stitches over the anasto- 
mosed part, as is done for the anastomosis 
of gastroenterostomy. The gastric serosa 
and the mediastinal pleura are sutured 
with several interrupted sutures (Fig. 2). 

In total esophagectomy the esophagus 
is freed superiorly, with ample margin 
from the tumor. The esophagus is tied 
above the tumor and the esophagus is cut 
for removal. The highest portion of the 
stomach and the remaining stump of the 
esophagus are tied together. An incision 
is made low in the right side of the neck, 
medial to the sternocleiodomastoid muscle. 
The blood vessels are retracted laterally. 
The stomach is brought out from the in- 
cision with the esophagus. After enough of 
the stomach has been brought out to per- 
form the anastomosis, the circumference 
of the stomach is sutured to the neck mus- 
cle. Penicillin is then sprayed into the 
pleural cavity. The lung is completely in- 
flated again. A T figure drain is inserted 
in the pleural cavity, and the chest wall 
is closed. 

Esophagogastrostomy is done at the 
neck, with use of interrupted sutures in 
two layers. The stomach is not fixed at 
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the hiatus of the diaphragm either when 
total esophagectomy is performed or when 
gastroesophageal anastomosis is per- 
formed in the thorax. 

Postoperative Care and Condition.—The 
time required for the operation is about 
two hours. The blood pressure, pulse rate, 
respiratory rate and blood gas content do 
not change much during the operation, 

No special management is necessary in 
these cases. The usual measures described 
in the literature —care of postoperative 
fluid balance, blood transfusion, precau- 
tions to prevent pulmonary complications 
—are carried out. Fluid is given through 
the gastric catheter from the fourth post- 
operative day, and scft foods from the 
seventh. The postoperative course is gen- 
erally smooth, except when complications 
arise. 

The postoperative function of various 
organs is examined. Liver function re- 
turns within three weeks to its preopera- 
tive condition. Pulmonary and cardiac 


- function and the function of the stomach 


(digestion and absorption) after one 
month are shown in Tables 4 and 5. These 
functions were measured in those patients 





Fig. 2.—Method of making a gastric tube and gastroesophageal anastomosis. 
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TABLE 4.—Preoperative and Postoperative Function of Heart and Lung 





Cardiac Function 


Function of Lung 





Electrocardiogram 


Schneider's Point! Collapsible Volume 
Test (Point) of Lung (%) 





Method of Operation Paticnt Before Operation 


1 Month after Operation 


Before 1 Month 
Oper- After 
ation Operation 


1 Month 
After 
Operation 


Before 
Oper- 
ation 








Gastroesophageal 
anastomosis in 
right side of 
thorax 


Low Voltage 
58) 


Low Voltage 
(30) 


Low Voltage 
(48) 
Low Voltage 
(30) 





Gastroesophageal 
anastomosis at 
neck, bringing 
stomach from 
right side of 
thorax 


Auricular premature 


8 
2 


Arrythmia 


contraction 


30) 


(30) 





Low Voltage 


Low Voltage 


Gastroesophageal 
anastomosis in 


(4) 
Normal 
(83) 


in left side of 
thorax 


Low Voltage 


Low Voltage 
0 





N. A. 
Ji ce 


Gastroesophageal Low Voltage 
anastomosis at 
neck, bringing 
stomach anterior 
to thorax 


Auricular premature 


mW i Oot 


7 Arrythmia / 


contraction 








M.B.C. ce./min. ) x 100 X Estimated V.C. 





Takeda’s Collapsible Volume of Lung = (1 — 


M.B.C.=Maximum breathing capacity 
B.C.=Breathing capacity 
*( )=Electrical axis (degree) 


who had undergone anastomosis in the 
left side of the thorax, and those operated 
on in front of the chest as a control group. 

To sum up the results, cardiac function 
does not show any remarkable difference 
regardless of the approach for anastomo- 
sis. Pulmonary function deteriorates after 
two weeks; one month after the operation, 
however, it returns to about 70 per cent 
of the preoperative value. Gastric peri- 


B.C. ec./min. 
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Calculated V.C. 


stalsis appears half a year later. Free 
acid is completely gone in all cases. The 
digestion and absorption test shows low 
absorption of protein and fat, but this 
becomes normal after half a year. 


COMMENT 


Sixteen patients were operated on by 
the aforedescribed surgical approach, 2 of 
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TABLE 5.—Postoperative Digestion and Absorption; Gastric Acidity and Excretion-Time 





Method of Operation Name 


Chemical 
Values 


Food 


Intake, Gm. 


Gastric Acidity, Excre- 
Absorption, 9% of Total Free tion Time, 
Gm. Absorption Acids Acids Minute 





Gastroesophageal 
anastomosis in 
left side of thorax 


ie 


mS oY 


K. 


Protein 


Fat 
Carbohydrate 
Calcium 
Protein 
Fat 
Carbohydrate 
Calcium 


76.45 
21.28 
329.8 
1863 
67.76 
25.28 
329.8 
1865 


50.82 66.47 20 0 45 
15,34 72.09 

96.73 

89.02 

70.32 

83.86 

99.72 
93.37 





Gastroesophageal 
anastomosis in 
the right thorax 


Carbohydrate 
Calcium 


80.00 
21.40 
350.0 
1961 
79.95 
24.95 
254.6 
1622 


71.58 
76.60 
96.80 
90.60 
65.54 
82.56 
97.79 
87.99 





Gastroesophageal 
anastomosis at 
neck bringing the 
stomach from the 
right thorax 


t 
Carbohydrate 
Calcium 
Protein 
Fat 
Carbohydrate 
Calcium 


80.00 
21.40 
350.0 
1961 
80.06 
21.40 
350.0 
1961 


75.77 
83.69 
98.07 
92.91 
76.35 
83.26 
98.21 
93.01 





Gastroesophageal 
anastomosis at 
neck bringing the 
stomach anterior 
to the thorax 


*T. 


K. 


Protein 
Fat 
Carbohydrate 
Calcium 
Protein 
Fat 
Carbohydrate 
Calcium 


61.60 
12.30 
193.2 
1161 
60.35 
31.28 
287.8 
1718 


69.23 
74.40 
97.12 





"Patients in the first half year after operation. 


whom died. The mortality rate associated 
with operation for carcinoma of the upper 
and middle parts of the esophagus is as 
good as those reported by others. Lewis, 
Memanus and Kent performed two-stage 
operations. We, however, have performed 
one-stage operations even on _ patients 
severely emaciated. As has been shown, 
the course during and after the operation 
does not seem to show great changes. 
Though we have fed the patients through 
the jejunostomy preoperatively, their 
health is slightly improved, It seems to 
us best to operate as soon as the patient’s 
dehydration is eliminated. 

It is easier to operate on the tumor from 
the right side than from the left; the 
aortic arch does not obstruct the opera- 
tive field, and it is possible to observe the 


lesion during the operation. Consequently, 
the time for which the chest must be left 
open is decreased. When anastomosis is 
performed in the thorax, the operation is 
finished within forty minutes. The disturb- 
ance of the cardiovascular system is not 
great, and the pulmonary complications 
become less. 

We do not cut the diaphragm. It seems 
to us that, since the postoperative function 
of the lung is improved, pulmonary com- 
plications are prevented. 

The disadvantage of this operation is 
that the intra-abdominal organ is operated 
on before the primary tumor is cut. If the 
chest is left open for a long time, the op- 
eration can be started from the chest. As 
has been mentioned, even in patients who 
have infiltrative lesions to the aorta or the 
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trachea, the infiltration of the primary 
tumor is left behind and a new alimentary 
canal constructed. We do not suspend the 
procedure in the middle of the operation. 
In these cases, we expect a recurrence of 
the lesion in a short time. Generally speak- 
ing, when the lesion is in an advanced 
stage, stenosis of the esophagus is severe. 
By the operation the life of the patient 
is prolonged. 

It is sometimes said that carcinoma is 
a disease in the hands of Fate. It has been 
our occasional experience that the outcome 
is entirely different from what was ex- 
pected at the operation. We have a patient 
who was operated on for esophageal car- 
cinoma with a part of the tumor left at 
the aortic arch (microscopically diagnosed 
as basal cell carcinoma), but the patient 
is still enjoying his life eight months after 
the operation. We think that this case 
supports our idea for palliative operation. 
Several patients with tumors left in the 
thorax died two or three months after the 
operation. In any way, the patient receives 
great benefit from the operation. 

We believe that immediate results are 
as good as those reported by others. We 
have examined the functions of the heart 
and liver and the digestive and absorptive 
functions of the intestine tract, and they 
have been examined respectively. The re- 
sults are given. 

The functions of the aforementioned 
organs are not disturbed so much as to 
interfere with daily activity. The results 
are compared with those in cases of car- 
cinoma of the lower part of the esophagus 
in which gastroesophageal anastomosis 
was performed in the left side of the chest. 
In the latter cases the stomach is not mo- 
bilized very much. It does not seem to 
disturb the various functions of the organs 
to any significant extent. For this reason, 
we advocate operations from the right side 
of the chest for carcinoma of the upper 
and middle parts of the esophagus. 


ZUSAM MENFASSUNG 


Es werden die Ergebnisse der Behand- 
lung von 38 Fallen von intrathorakalem 
Speiseréhrenkrebs (7,9% Sterblichkeit) 
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beschrieben. Die beim Zugang von der 
rechten Seite her angewandte Operations- 
technik und das postoperative Verhalten 
der wichtigen Organe werden erortert. 


RESUME 


Les auteurs rapportent 38 cas de cancer 
de l’oesophage av ec une mortalité de 7.9%. 
Ils emploient ouverture du thorax droit. 


RESUMEN 


Se describen los resultados en 38 casos 
de carcinoma del esdfago en el t6rax (grado 
de mortalidad 7.9 por ciento). Se discuten 
la ténica operatoria usada para abordar 
las funciones post operatorias de los or- 
ganos importantes. 


SUMARIO 


Sao apresentados pelos autoéres os resul- 
tados obtidos em 38 casos de carcindma 
esofagiano (porcao toracica), com uma 
mortalidade de 7,9%. A técnica operatoria 
utilisada e as funcdes posoperatérias do 
importante orgao s&o apreciados nésse 
trabalho. 

RIASSUNTO 


Vengono riferiti i risultati ottenuti in 
38 interventi per carcinoma dell’esofago 
toracico (mortalita 7,9%). Vengono dis- 
cusse la tecnica operatoria usata per ag- 
gredire la lesione da destra e le funzioni 
dei principali organi nel periodo post-oper- 
atorio. 
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Anomalous Conditions Affecting 


the Urinary Tract 


LOWRAIN E. McCREA, M.D., F.A.CS., F.I.C.S. 
PHILADELPHIA, PENNSYLVANIA 


HE genital system, so far as nature 
Tis concerned, is the most vital system 

of organs, since it is the instrument 
of propagation of the species. Yet anoma- 
lies of the urogenital organs are con- 
sidered to constitute 35 to 40 per cent of 
all maldevelopments of the body. The 
embryonic development of the genital sys- 
tem and that of the urinary system are 
intimately related. It is acknowledged 
that major anomalies of the genitalia are 
associated with anomalies of the upper 
portion of the urinary tract in a high 
percentage of instances. Anomalous con- 
ditions of the urinary tract are usually 
obstructive or are capable of producing 
stasis, which almost invariably favors the 
development of infection. It is not un- 
usual for the symptoms of infection to call 
initial attention to the presence of an 
anomaly. 

No attempt will be made to enumerate 
all the anomalous conditions of the lower 
part of the urinary tract. Instead, two 
conditions will be presented for considera- 
tion ; the first is congenital stricture of the 
ureter, and the second is meningocele and 
its influence on the urinary tract. 

Although many theories have been ad- 
vanced as to the underlying factors pro- 
ducing such anomalies, statistics indicat- 
ing the predominance of certain factors 
producing anomalies now satisfactorily 
explain the occurrence of anomalies in 
every instance. It is considered that more 
than 10 per cent of all human beings are 
born with some type of urogenital 
anomaly. 

Congenital ureteral stricture is not an 
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uncommon urologic occurrence. Stricture 
of the ureter productive of disease of the 
upper part of the urinary tract, was not 
considered a clinical entity unti] Hunner, 
in 1911, first described this condition in 
adults. Campbell, in 1939, stated that the 
condition was one of the most common of 
all anomalies in children with chronic 
pyuria. As a result of these presentations, 
the attention of the profession has been 
more acutely focused upon the incidence 
of this condition. 

Congenital stricture usually occurs at 
the points of physiologic constriction of 
the ureter; at the ureteropelvic juncture, 
at the position of the iliac vessels, and at 
the ureterovesical juncture. It is in the 
last mentioned site that the condition oc- 
curs most frequently. Attention is di- 
rected to the strictures occurring at this 
site. In some of the reported series, stric- 
tures at the ureterovesical juncture have 
been shown to occur in more than 50 per 
cent of cases. The condition occurs with 
equal frequency in the two sexes and may 
be unilateral or bilateral. 

Symptoms.—Congenital ureteral stric- 
ture does not necessarily present a classi- 
cal symptomatic picture; when symptoms 
do occur, however, they fall within a more 
or less typical pattern. The most frequent 
symptoms are persistent or recurrent 
pyuria and pain. Infection is almost in- 
evitable. With infection, chills and fever 
are common and not infrequently recur- 
rent. Eradication of the infection is ex- 
tremely difficuit if not impossible in the 
presence of an obstructive uropathic con- 
dition, regardless of its site. Before in- 
telligent therapy can be inaugurated, 
therefore, it becomes imperative to estab- 
lish evidence of obstruction. Excretory 
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urographic study as a routine diagnostic 
procedure, regardless of the age of the 
patient, is an important means of estab- 
lishing an early diagnosis of this fairly 
common condition. In the absence of in- 
fection, attention may be called by the 
urogram to evidence of serious renal dam- 
age due to obstruction or to chronic 
nephritis. Excretory urographic study 
readily offers a means of establishing this 
evidence. Likewise, the origin of pain, 
which is a common symptom of ureteral 
stricture, may be ascertained through this 
medium. The pain of ureteral strictures 
may be difficult to analyze, as it may be 
localized in the loin, unilaterally or bi- 
laterally, or may occur in the lower part 
of the abdomen with or without reference 
to the back. 

Other symptoms, such as gastrointes- 








SEPTEMBER, 1954 


tinal disturbances ranging from vomiting 
to gaseous distention or constipation, may 
occur. Vesical symptoms, such as dysuria 
or frequency and urgency of urination, 
may occur or recur. 

Regardless of the varied symptoms pre- 
sented, the one outstanding symptom of 
congenital ureteral stricture is persistent 
or recurrent pyuria. 

The one outstanding physical sign is ob- 
struction and/or the effect of obstruction. 

Treatment.—As a rule, inflammatory 
strictures of the ureterovesical juncture 
can be satisfactorily treated by periodic 
progressive dilation. It is generally recog- 
nized, however, that congenital strictures 
are not as amenable to dilation as are in- 
flammatory strictures. It has been demon- 
strated by numerous surgeons that resist- 
ant strictures of the lower part of the 


Figure 1.—A, retrograde pyelogram showing right hydronephrosis and hydroureter and stricture of 

left ureter, with hydroureter to some extent. A severe stricture of the lower portion of the right 

ureter was demonstrated at time of operation. B, retrograde pyelogram showing bilateral hydro- 

nephrosis, more severe on the right. Note the lower ureters. Bilateral strictures were clearly demon- 
strated at time of operation. 
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ureter can best be treated by ureteroneo- 
cystostomy. This is shown by the case here 
reported : 

P. F. was admitted to the hospital with pain 
in the left flank. Excretory urographic study 
revealed right hydroureter and hydronephrosis 
and a stricture of the left ureter with hydro- 
nephrosis (Fig. 1A). These observations were 
confirmed by retrograde pyelographic. The 
two-hour secretion of phenolsulfonthalein was 
33 per cent from the left kidney and 4 per cent 
from the right in two hours. The value for 
blood urea nitrogen was normal. Culture of 
the urine revealed Aerobacter aerogenes. 

Dilation of the ureter was unsuccessful 
after eleven attempts. 

A bilateral ureteroneocystostomy was done, 
with excellent results. A postoperative cysto- 
gram revealed no reflex. Pyuria, so evident 
before the operation, became asymtomatic, 
and the urine became gradually clear. 

A bilateral pyelogram taken two months 
after the operation revealed marked improve- 
ment of the hydronephrosis. 

This case fully illustrates the value of 
preliminary urographic study, as well as 
the ineffectiveness of dilation in the pres- 
ence of congenital ureteral strictures, 

The second condition I wish to mention 
is basically not an anomaly of the urinary 
tract; it is, rather, a sacrococcygeal mal- 
formation. Failure of the neural tube to 
close results in myelocele, meningomelocele, 
syringomyelocele and meningocele. The 
clinical manifestations of these conditions 
are similar. Up to the present time, They 
have been shown to be incurable. The seri- 
ousness of the basic defect is reflected in 
the extent of the changes in the urinary 
tract. In almost every instance, the patient 
is examined because of persistent pyuria, 
enuresis or total incontinence. Infection of 
the urinary tract and urosepsis in the pres- 
ence of diminished renal function resulting 
from hydronephrosis are responsible for 
an early death in the majority of cases. 

Meningocele may be described as a mid- 
line protrusion of the dura or the dura 
and pia arachmoid through a vertebral 
cleft, usually sacral, with a collection of 
spinal fluid in the subdural space. As the 
result of the neurovertebral malformation, 
disturbances of the urinary tract are com- 
mon. These disturbances are clearly dem- 
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onstrated in the following case: 

J. F., a girl 9 years of age, with a history 
of repair of a meningocele, was admitted to 
the hospital with urinary incontinence and 
paralysis of the lower extremities. A history 
of two previous transurethral resections was 
given. Urinalysis revealed 60 to 70 pus cells 
and 10 to 12 red blood cells per high power 
field. Culture of the urine revealed Bacillus 
proteus. The value for blood urea nitrogen 
per hundred cubic centimeters was 25.6 mg. 
Intravenous urographic study showed very 
poor visualization bilaterally. Retrograde pye- 
lographic study revealed bilateral hydroneph- 
rosis, more severe on the right (Fig. 1B). 
Also, a bilateral ureterovesical obstruction 
was demonstrated. On June 4, 1953, a bilat- 
eral nephrostomy was done; on June 25, a 
right nephrostomy, and on August 27, a ure- 
teroneocystostomy. 

Up to the time of writing, convalescence has 
been uneventful. It is too early to state to 
what extent renal recovery will be achieved, 
although the blood urea nitrogen content has 
returned to a normal level. 


SUM MARY 


Two widely diversified anomalous con- 
ditions are described. Both conditions ex- 
emplify the presence of obstructive con- 
ditions of the urinary tract, infection and 
the production of hydronephrosis with im- 
paired renal function—factors always as- 
sociated with extensive anomalous condi- 
tions of the urinary tract or affecting the 
tract directly or indirectly. 


SUMARIO 


Duas condicé6es andmalas muito diversas 
sao descritas. Ambas as condicées exem- 
plificam a presenca de afeccao obstrutiva 
do tracto urinario, infeccao e producaéo de 
hidronefrose com funcéo renal prejudi- 
cada,—fatores sempre associados com as 
condigdes andmalas extensas do _ tracto 
urinario, ou afetando diréta ou indiréta- 
mente o tracto. 


RIASSUNTO 


Vengono descritte 2 anomalie diverse, 
con ostruzione urinaria, infezione, idrone- 
frosi e insufficienza renale. 
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ZUSAM MENFASSUNG 


Es werden zwei ganz verschiedene 
Anomalien beschrieben, die beide ein Bei- 
spiel von Obstruktion der Harnwege mit 
Infektion, Hydronephrose und herabge- 
setzter Nierenfunktion abgeben. Diese 
Zustinde finden sich immer im Zusam- 
menhang mit umfangreichen Anomalien 
der Harnwege oder mit solchen, die den 
Harnapparat direkt oder indirekt mit ein- 
beziehen. 


RESUME 


L’auteur décrit deux cas pathologiques 
des voies urinaires. I] s’agit d’obstruction 
et d’infection des uretéres qui ont provo- 
qué une hydronéphrose avec fonction rénale 


altérée. 
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RESUMEN 


Se describen dos padeciementos anéma- 
los. Ambos padecimientos ejemplifi can la 
presencia de padecimiento obstructivo del 
tracto urinario, infeccién y produccién de 
hidronefrosis con perturbacion de la fun- 
cion renal. Factores que siempre se encu- 
entran asociados con padecimientos aném- 
alos extensos del tracto urinario, 6 que lo 
afectan directa 6 indirectamente. 
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If you have knowledge, let others light their candles at it. 


Knowledge is a treasure, but practice is the key to it. 


—Margaret Fuller 


—Thomas Fuller 


Excepting for knowledge nothing has any meaning, and to have no 


meaning is to be non-existent. 


—tLord Haldane 


Nothing exists because it is known, but things are known because they 


exist. 


—I. T. Hobhouse 


Knowledge and timber shouldn’t be much used till they are seasoned. 


—0O. W. Holmes 


If a little knowledge is dangerous, where is the man who has so much 


as to be out of danger? 


—T.H. Huxley 


The seeds of knowledge may be planted in solitude, but must be cul- 


tivated in public. 


—Johnson 


The world does not require so much to be informed as to be reminded. 


Hannah More 





I am like a book, with pages that have stuck together for want of use: 
my mind needs unpacking and the truths stored within must be turned 
over from time to time, to be ready when occasion demands.—Seneca 
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Electric Shock to Change Ventricular Fibrillation 
into Normal Cardiac Rhythm 


Experimental Studies and Clinical Experiences 


SHIGERU SAKAKIBARA, M.D., F.J.S.A., F.LC.S., KUSUO IWAMOTO, M.D., 
YOSHIE MATSUBARA, M.D., AND KENJI MINAGAWA, M.D. 


TOKYO, JAPAN 


ARDIAC arrest has been discussed 
C from various angles, and many ex- 

perimental studies and clinical expe- 
riences have been reported. Ventricular 
fibrillation has also been studied very thor- 
oughly as one of the important conditions 
of cardiac arrest. 

It has been generally accepted that elec- 
tric shock is a useful means of stopping 
ventricular fibrillation; however, the elec- 
tric shock often changes fibrillation into 
complete arrest, and it is sometimes dif- 
ficult to regain normal rhythm. 

From our experimental studies we con- 
cluded that the heart can always be suc- 
cessfully defibrillated and the rhythm 
changed directly to the normal heartbeat 
when a convenient electric current is ap- 
plied in a fixed direction, as long as the 
heart had not been damaged irreversibly. 
This conclusion was confirmed by 2 clini- 
cal cases. 

Animal Exneriments.—1. Method: An 
apparatus (Fig. 1) was used for electric 
shock. A indicates an amperemeter for 
A.C., the capacity of which is 3 amperes. 
V indicates a voltmeter for A.C., which 
can measure from 0 to 130 volts. T in- 
dicates a timer, which is used for control 
of the duration of stimulation. R indicates 
an electrode. These are round plates 1 mm. 
thick and 7, 5, 3 and 2 cm. in diameter. 

Adult mongrel dogs weighing 12 to 15 
Kg. were used for the experiment. After 
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intravenous injection of 5 to 8 cc. of pento- 
thal, an intratracheal tube was inserted. 
Simultaneously with the thoracotomy, arti- 
ficial respiration was maintained, with the 
use of pure oxygen, air or nitrogen con- 
taining a specific amount of oxygen. The 
heart was exposed after incision of the 
pericardium, and experiments with elec- 
tric shock were performed under various 
conditions. 

2. Results: a. Conditions producing ven- 
tricular fibrillation by electric shock. One 
electrode was placed on the wall of the 
right ventricle and another on the left 
ventricle, and stimulation was made dur- 
ing various periods. The range of electric 
power and the duration of the stimulation 
required to produce ventricular fibrillation 
are shown in Table 1. In this series of 
experiments, pure oxygen or air was used 
for respiration. The following results 
were obtained from this experiment. 

1. When a weak electric current, the 
voltage of which was lower than 25 volts 
and the amperage weaker than 0.2 am- 
pere, was applied for a short period, 
namely 0.05 second, fibrillation did not 
occur; but when it was apvlied for 0.5 
second or a longer period, fibrillation al- 
ways occurred. 

2. When the voltage applied was higher 
and the current was in the range of 30 
to 60 volts, 0.2 to 0.4 ampere was applied 
during a short period (0.05 second). 
Fibrillation did not occur, but it occurred 
when the same current was applied for 
0.1 second. 
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Fig. 1—Apparatus used for electric shock (see text). 


3. When the voltage applied was higher 
(the current being 70 to 80 volts and the 
amperage 0.5), and the time period was 
0.05 second or a longer period, fibrillation 
occurred. 

4. When a still slightly stronger current 
(85 to 90 volts and 0.5 to 0.9 amperes) 
was applied during a longer period (0.5 
second or more) fibrillation occurred, but 
it did not occur if the current was applied 
during a period shorter than 0.5 second. 

5. When a current of higher voltage 
than 95 volts and stronger power than 
0.9 ampere was applied, fibrillation did 
not occur after any period of stimulation. 

When one electrode was placed on the 
apex of the heart and another on the base, 
and current was passed along the axis of 
the heart, fibrillation was difficult to pro- 
duce with either the lower or the higher 
voltage. 

Accordingly, in order to observe con- 
stantly ventricular fibrillation by electric 
shock, under artificial respiration, using 
pure oxygen or normal air, in cases of 
normal dogs, the following condition of 
electrical stimulation is most convenient. 

One electrode is placed on the wall of 
the right and left ventricles. Electric cur- 
rent of 10 to 50 volts and 0.3 ampere or 
less is applied during 0.5 second or more. 

b. Conditions inhibiting ventricular fi- 
brillation from electric shock: The most 
suitable conditions under which one may 
stop ventricular fibrillation by electric 
shock have also been studied. 

It is very important to note that the 
period from the occurrence of ventricular 
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fibrillation to the time of electric shock, 
which is to be described, is one of the 
most important conditions. 

1. Cases in which electrodes were placed 
on the right and left ventricular walls. 
According to the majority of the studies 
heretofore reported, electric current was 
passed through electrodes placed on the 
right and left ventricular walls for the 
purpose of defibrillation. Using this meth- 
od, we obtained the results partially shown 
in Table 2; i.e., in some cases, when fibril- 
lation stopped, the heartbeat stopped si- 
multaneously. In other cases the fibrilla- 
tion stopped while the heartbeat regained 
its normal rhythm. 

Generally, in order to stop fibrillation by 
stimulation in the aforementioned method, 
the condition of cardiac standstill is usu- 
ally expected at first. Thereafter it is nec- 
essary to regain the normal heartbeat by 
cardiac massage, etc. When once cardiac 
arrest has occurred, it is not infrequent 
to observe fibrillation after cardiac mas- 
sage. 

2. Cases in which electrodes were placed 
on the apex and the base of the heart and 
the current was passed through the longi- 
tudinal axis. When one electrode was 
placed on the apex and the other on the 
base of the heart, and current was passed 
through the longitudinal axis, constant re- 
sults were obtained (Table 3). 

In spite of the duration of stimulation, 
defibrillation could not be induced by elec- 
tric current of 85 volts and 0.7 ampere 
or less. 

By a current of 90 to 100 volts and 0.9 
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Ventricular Fibrillation 
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ampere, when the stimulation was con- 
tinued for a short period (0.05 second), 
fibrillation stopped and the heartbeat si- 
multaneously regained its normal rhythm. 

With a stronger current such as (110 to 
130 volts and 1.2 to 1.8 amperes), when 
stimulation was continued for 0.05 to 0.1 
second, fibrillation invariably stopped and 
the heart regained its normal rhythm im- 
mediately. 

With a stronger current, if it was con- 
tinued during more than 0.5 second, it was 
impossible to stop fibrillation. 

Longitudinal stimulation: Direction of 
the current in the longitudinal axis of the 
heart must be discussed more exactly. 


One electrode was constantly kept on 
the apex, while the other was moved grad- 
ually from the starting point of the pul- 
monary artery to: the right ventricle. 
When stimulation was continued, in 


searching for a point which would act as 





TABLE 1.—Electric Stimulations which produce 
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a focus to stop fibrillation and to restore 
the heart to its normal rate, it became 
clear that the area from the crotch formed 
by the superior vena cava and the right 
atrium to a portion along the terminal 
sulcus was the most suitable site for defi- 
brillation and recovery of the normal 
heartbeat. When this point was observed 
from the surface of the heart, it might be 
near a point called Keith-Flack’s node or 
sinus node. This point is called A point 
for convenience (Fig. 2). 

One electrode was kept on the A point 
constantly, and the other was moved grad- 
ually from the left to the right ventricle 
in order to stimulate the heart. When the 
latter reached the apex of the heart, the 
normal heartbeat was regained in most 
cases. 

Defibrillation could also be performed 
when one electrode was kept constantly on 
the apex, just posterior to its most caudal 
point, and the other placed on the right 
atrium, and the normal heartbeat could be 
regained. However, it was slightly more 
difficult than in cases in which the other 
electrode was placed on the A point. 

This direction in the longitudinal axis 
may be assumed to have some relation to 
the conducting system of cardiac impulse, 
but there is no positive proof. 

From the results of the aforedescribed 
experiments, the following conclusions can 
be drawn: 


TABLE 2.—Result of Stimulation when Electrodes 
were Placed on the Right and Left Ventricular 
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= = & 25 __—Resulta 
90 0.9 0.05 7 Fibrillation-standstill __ 
95 0.9 0.05 5 Fibrillation-flutter 








100 0.9 0.05 2-3 Fibrillation-fibrillation 
110 1.2 0.05 2-3 Fibrillation-fibrillation 























120 1.6 0.05 2 Fibrillation-fibrillation _ 
120 1.6 0.05 5 Fibrillation-normal heartbeat 
120 1.6 0.05 6 Fibrillation-standstill = __ 
130 1.8 0.05 3 Fibrillation-standstill = 
130 1.8 0.05 3 Fibrillation-normal heartbeat 
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TABLE 3.—Defibrillation when Current was Passed 
Through the Longitudinal Axis of the Heart 



















































































Seconds 
Voltage Amperage 0.05 0.1 0.5 
10 a — = 
95 less —_ — —_— 
20 — than — — -- 
a); 0.2 o -- —- 
30 0.2 — — “= 
35 0.2 — — _ 
40 0.3 -- — — 
45 0.3 — — a 
50 0.3 — ~ = 
55 0.4 — — a 
60 0.4 = — -- 
65 0.4 — — — 
70 0.5 — —- —_ 
75 0.5 — = _—_ 
80 0.5 = — = 
85 0.7 -— -- a 
90 0.9 4. -- -- 
95 0.9 d- -- aan 
100 0.9 re — —_ 
105 1.0 4. — -~ 
110 1.2 re - -- 
415 1.5 4 + - 
120 1.6 we 4 — 
125 1.7 + 4. — 
_130 1.8 + + =. 


+: Successfully defibrillated. 


In stopping fibrillation induced by elec- 
tric shock, it is not wise to stimulate with 
two electrodes, placed on the right and left 
ventricular walls; because if fibrillation 
can be stopped, the heartbeat will often 
stop too, and it will not always be possible 
to regain the normal heartbeat immedi- 
ately. 


‘ On the contrary, when stimulation is 
applied in the longitudinal axis of the 
heart, with one electrode on the apex, just 
posterior to its most caudal point, and the 
other on a portion from the crotch formed 
by the juncture of the superior vena cava 
and the right atrium to the terminal sul- 
cus, not only is defibrillation constantly 
successful, but the normal heartbeat is 
resumed at once. 

In this case, a strong current of 100 to 
130 volts and 0.9 to 1.8 amperes must be 
applied during a short period (0.05 sec- 
ond). 

c. Time limit for successful defibrilla- 
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tion: The time limit for successful defi- 
brillation by electric shock without cardiac 
massage is 90 to 105 seconds. If fibrilla- 
tion continues beyond this time limit, it 
is necessary to perform cardiac massage 
(any method). When fibrillation lasts 
longer, fine fibrillation will gradually 
change to rough fibrillation, and the heart 
will become cyanotic. In this condition 
electric shock is ineffective for defibrilla- 
tion. If cardiac massage is begun during 
this period, fibrillation becomes finer and 
stronger again, and the color of the heart 
turns to bright red. In such a case, when 
a suitable current is passed through the 
longitudinal axis, fibrillation immediately 
disappears and the normal heartbeat is 
regained. 

When fibrillation lasted more than three 
minutes and thirty seconds-four minutes 
without cardiac massage — defibrillation 
was not obtained even by cardiac massage 
and electric shock; i.e., if fibrillation lasts 
longer than this, an irreversible change 
will occur. 

d. Occurrence of ventricular fibrillation 
and defibrillation under hypoxic condi- 
tions: Since anoxia is proposed as an im- 
portant cause of ventricular fibrillation, 
some studies were performed in this area. 

Occurrence of ventricular fibrillation 
under conditions of apnea: 


Aorta 






Vena Cava Superior 


Right gi 
Auricular wit 


Pulmonary artery 


Left 
Auricular 
Appendage 





Fig. 2.—Application of electrodes (small size, 
110-130 volts alternating current, 0.9-1.8 amp.) 
0.05 seconds of stimulation in the longitudinal 
axis. Electrode A between vena cava and right 
auricle; electrode B at apex, posterior surface. 
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TABLE 4.—Oxygen and Carbon Dioxide Content of Blood in Respiratory Arrest 


Blood Levels 
During 

Normal Respiration 
Duration of 
Respiratory 

Arrest 

Blood Levels 

Prior to 

Electric Shock 


Coz 
46.91 


Coz 
40.05 


O. 
20.3 6 min. & 


50 sec. 


Blood Levels 


after 
Electric Shock 


Effect of 
Electric 
Shock 


Oz 


14.15 


Complete 
Recovery 





28.67 18.95 8min. 34.93 


33.71 11.52 11min. 


| 82.68 = 14.66 = 15min. 38.12 


~ $12 


4.37 


0.97 


“1.50 


Complete 

Recovery 

Recovered but finally 
died 

Died 











During intratracheal anesthesia, bilat- 
eral thoracotomies were performed and 
artificial respiration suddenly discontin- 
ued; thereupon the lungs collapsed and 
respiration could not be maintained. In 
6 out of 7 cases cardiac arrest occurred 
ten minutes after the cessation of artificial 
respiration. Immediately after this condi- 
tion, if artificial respiration resumed and 
in addition cardiac massage was _ insti- 
tuted, ventricular fibrillation always oc- 
curred after two or three minutes. 


When electric shock was applied in the 
longitudinal axis of the heart, a suitable 
current being used against the fibrillation 
aforementioned, fibrillation stopped im- 
mediately and the normal heartbeat was 
regained. 

In 1 of 7 cases ventricular fibrillation 
occurred directly only on the cessation of 
artificial respiration. Cardiac massage 
and stimulation of suitable current in the 
longitudinal axis were also successfully 
done. 

In any case, the time between the cessa- 
tion of artificial respiration and the be- 
ginning of cardiac massage, must be lim- 
ited to eight minutes. When it was not, 
even if defibrillation’ was successfully 
done, the dogs finally died. 

During the first half of this eight-min- 
ute period the pulsation of the peripheral 
arteries could be palpated, but during the 
last half the pulse disappeared. Accord- 
ingly, four minutes after the disappear- 
ance of the peripheral arterial pulsation, 
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it is impossible to defibrillate the heart 
successfully by cardiac massage and elec- 
tric shock. 

In cases in which fibrillation lasted 
longer than eight minutes after cessation 
of artificial respiration, the oxygen con- 
tent of the arterial blood was markedly 
lower just prior to electric shock; and 
when defibrillation was successful, it did 
not regain the normal level before opera- 
tion. Therefore, death ultimately occurred 
(Table 4). 

Occurrence of ventricular fibrillation 
and its defibrillation under hypoxic respi- 
ration: _ 

In the presence of hypoxia, ventricular 
fibrillation is supposed to occur easily. We, 
therefore, studied the production of ven- 
tricular fibrillation using nitrogen con- 
taining oxygen in the proportions of 20, 
10 and 3 per cent. The electrodes were 
placed on the right and left ventricular 
walls, and various currents were applied. 

The results obtained are illustrated in 
Figure 3. The wide line indicates the elec- 
tric current that produced fibrillation. Ac- 
cording to Figure 3, fibrillation is more 
easily produced in cases of hypoxic respi- 
ration; however, this is not remarkable. 

Defibrillation under hypoxia was also 
studied. 

In cases of nitrogen containing 20 per 
cent oxygen, which is similar to normal 
air, and also in cases of pure oxygen res- 
piration, the normal heartbeat could be 
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Fig. 3.—Electric current that produces ventricular fibrillation. Wide line indicates current. 


regained only by electric stimulation when 
a suitable current was passed in the longi- 
tudinal axis within ninety seconds after 
the occurrence of fibrillation, whereas, 
with nitrogen mixed with 10 per cent 
oxygen, the normal heartbeat could not be 
regained if the fibrillation continued more 
than one minute. 

Even within one minute, the normal 
heartbeat could not be regained when fibril- 
lation was produced two minutes after res- 
piration of nitrogen containing 5 per cent 
oxygen. If these subjects were then al- 
lowed to breathe normal air after which 
electric shock was given, the normal heart- 
beat could be regained (Table 5). 


REPORT OF CLINICAL CASES 


CASE 1.—A 3l-year-old man was admitted 
to the hospital on Oct. 5, 1953. He had been 
suffering from mitral insufficiency since he 
was 12 years old. Weariness, palpitation and 
dyspnea on exertion were the chief complaints. 
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Edema and ascites appeared often. He was 
transferred to the surgical department as his 
general condition improved. The heart was 
enlarged on both sides, especially on the left. 
A systolic murmur was heard at the apex. 
The electrocardiogram showed right axis de- 
viation. Atrial fibrillation and arrythmia per- 
petua were observed. 

On Feb. 2, 1954, the Sakakibara operation 
for mitral insufficiency was performed. This 
operation was to insert a silk cord, covered 
with inverted saphenous vein, underneath the 
chordae tendinae of the posterior cusp, in or- 
der to elevate the posterior cusp and stop the 
regurgitation (Fig. 4). 

The patient was intubated, and oxygen was 
given. In our opinion local anesthesia is the 
method of choice for such an operation, and 
it was used in this case. No ether or other 
anesthetic gas was employed. 

The operation started at 9:55 am. The 
chest was opened in the fifth interspace, and 
the pericardium was opened five minutes after 
an intrapericardial injection of 5 cc. of 4 per 
cent procaine hydrochloride. The right index 
finger was inserted into the left auricle 
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through the left appendage. A probe, to which 
the silk cord (covered with the inverted vein) 
was attached, was introduced through the 
anterior wall of the left ventricle. It was 
passed through the posterior part of the chor- 
dae of the posterior mitral cusp to the outside 
of the posterior wall of the left ventricle. 

The probe was removed, and the silk vein 
sling was fixed to the ventricular wall with 
fine silk sutures. 

It required about two minutes for these 
procedures, and during this period the heart 
was kept apex upward. 

At the end of the fixation the heart stopped 
beating, which is not an unusual occurrence. 
Usually after massage the heartbeat regains 
its normal rhythm immediately, but in this 
case it did not. It was 10:20 a.m. 

Heart massage was resumed and continued 
at the rate of about 40 to 100 times a minute. 
The blood pressure was about 70 mm. of mer- 
cury during the massage. After several min- 
utes there appeared ventricular fibrillation. 
Heart massage was continued until the fibril- 
lation became finer and the color of the heart 
became bright red. A total of 1,500 cc. of blood 
was administered intravenously. The first 
electric shock was tried at 10:51 a.m. One 
electrode was placed on the anterior surface 
of the heart and the other on the posterior 
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Fig. 4.—Operation for mitral insufficiency (see 
text). 


TABLE 5.—Defibrillation under Hypoxia 


a 


Ventricular Fibrillation 


Oxygen Content 


of 


Respiratory Gas 
l y ’ 


Duration of 


1 min. 30 sec. 


3 min. 30 sec. 


3 min. 30 sec. 


4min. 
4 min. 50 sec. 
 Imin 
- 2min. 


__ 2min. 


__1min. _ 
1 min. 


bo) bo 
o|1o 


1 min. 


| Cardiac 


| Electric Shock 


| Massage 
Effect of 


Complete Recovery 
Recovery but died after 3 hours 
Recovery but died after 30 min. 
Recovery but died after 5 min. 
Died ak 














Changed to natural 


air, 3 min. 
3 min. 
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Died 
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surface. Electric current (120 volts, 1.5 am- 
peres) was passed for 0.05 second. Three elec- 
tric shocks were applied with no effect, as was 
expected from our experimental studies. After 
the shock, cyanosis appeared on the surface of 
the heart. Then the massage was continued 
until the heart became red again. Several min- 
utes later the second shock was applied. One 
electrode was placed at A and the other on the 
apex, just posterior to its most caudal point. 

The same current was used on two occa- 
sions. Immediately after the heart was 
shocked, the ventricular fibrillation changed 
to the normal rate, as had been expected from 
our animal experiments. It was 10:57 a.m. 
Thirty-one minutes after the beginning of the 
ventricular fibrillation, 0.5 cc. of 1:1,000 
epinephrine and 1 cc. of strophantin were in- 
jected to strengthen the contraction. The 
blood pressure rose to 110 mm. of mercury 
several minutes later. The pericardium and 
the chest wall were closed, and the operation 
was finished at 11:40 a.m. 

The patient became conscious when the chest 
wall was closed. The postoperative course was 
uneventful. At the time of writing he can 
walk without palpitation and is waiting for 


discharge. No neurologic disturbance remains. 

CASE 2.—A 30-vear-old man was admitted 
to the hospital on Feb. 5, 1954. He was seized 
with rheumatic arthritis when he was 11 years 
old. Since then a diagnosis of cardiac valvular 


disease had been made. Palpitation, dyspnea 
on exertion and arrythmia were the chief com- 
plaints. A thoracic roentgenogram showed 
cardiac enlargement on both sides, especially 
the left. A systolic murmur was heard at the 
apex. An electrocardiogram revealed evidence 
of left ventricular “strain” and myocardial 
damage. A diagnosis of aortic stenosis was 
made. 

Operation was performed on February 11, 
starting at 12 noon. The chest was opened 
with oxygen respiration through an endo- 
tracheal tube and local anesthesia. 

The left ventricle was remarkably enlarged. 
A course thrill was palpated at the ascending 
aorta. The pericardium was opened five min- 
utes after 5 cc. of 4 per cent procaine hydro- 
chloride had been injected into the percardial 
sac. The heart was held by the left hand from 
the posterior surface. Two fixing mattress su- 
tures were placed at the apex. At that time 
the heart stopped beating suddenly. Heart 
massage was given immediately. After sev- 
eral minutes ventricular fibrillation was noted. 
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Fibrillation became finer, and the heart sur- 
face became bright red about twenty minutes 
later. The first electric shock (120 volts, 1.5 
amperes, 0.05 second) was tried, with one 
electrode on the anterior surface and the other 
on the posterior surface of the heart. 

Ventricular fibrillation did not stop after 
several electric shocks, and the heart became 
cyanotic. Massage was continued, and after 
about twenty minutes the organ became bright 
red again. The second electric shock was then 
tried. One electrode was placed at A and the 
other at the apex. Electric current (120 volts, 
1.5 amperes, 0.05 second) was applied. Sud- 
denly the normal heartbeat was resumed. It 
was forty-one minutes since the onset of car- 
diac arrest. Because of this unexpected acci- 
dent, the aortic valvulotomy was abandoned. 
The chest was closed. The patient became 
conscious and was transferred to the recovery 
room at 2:25 p.m. At about 6 p.m. his condi- 
tion suddenly changed. The pulse became 
weaker, and the respiration became very su- 
perficial. Complete arrest finally occurred. 
Despite all efforts of massage and electrical 
stimulation, the heart did not beat again. 

Although we could not help this patient, we 
were successful in changing ventricular fibril- 
lation to a normal beat. 


COMMENT 





~— —_—— —<—- 


Electric shock has often been employed 
to change fibrillation into complete arrest 
of cardiac action, after which cardiac mas- 
sage and some other methods have been 
tried to regain the normal beat. The heart 
might accidentally regain its normal beat, 
but fibrillation would appear again in such 
circumstances. 

Using dogs, we obtained experimentally 
the following results: 

1. When a suitable electric current was 
applied in the longitudinal axis of the 
heart during a suitable period, the normal 
heartbeat was regained immediately after 
defibrillation, without changing into com- 
plete cardiac arrest. 

Suitable current in these cases is 100 to 
130 volts and 0.9 to 1.8 amperes in the 
dog, and the duration of stimulation is 
0.05 second. Stimulation in the longitudi- 
nal axis of the heart indicates a method 
of stimulation from one electrode placed 
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on the posterior surface of the left ven- 
tricle just above the apex and another 
electrode placed on the crotch formed by 
the superior vena cava and the right auri- 
cle to the terminal sulcus. 

2. The oxygen supply to the cardiac 
muscle is the most important factor in 
determining the animal’s ability to recov- 
er completely from fibrillation. 

When respiration is maintained per- 
fectly by pure oxygen or normal air, defi- 
brillation can be performed and the nor- 
mal heartbeat regained by electric shock 
only, without massage, within ninety to 
one hundred seconds after the occurrence 
of fibrillation. 

If fibrillation lasts longer than ninety 
to one hundred seconds and cardiac mas- 
sage is begun within four minutes after 
the occurrence of fibrillation (in order to 
supply the cardiac muscle with sufficient 
oxygen), defibrillation can be performed 
and the normal heartbeat can be regained 
by electric shock. In cases in which car- 
diac massage was begun more than four 
minutes after the occurrence of fibrilla- 
tion, the dog finally dies even though the 
heartbeat regains its normal rhythm. 

3. Under hypoxic conditions, ventricular 
fibrillation by electric shock is easy to pro- 
duce; it is rare, however, to observe fibril- 
lation produced by anoxia only. Fibrilla- 
tion will also occur when cardiac massage 
is begun as a treatment for cardiac arrest. 
Under hypoxic condition, it is very difficult 
to perform defibrillation. 

4. When a normal dog suddenly is put 
in a condition of pnoea, the dog can be 
relieved by artificial respiration, cardiac 
massage and electric shock by a suitable 
current, which must be instituted within 
eight minutes. Pulsation of the femoral 
artery disappears about four minutes 
later. Therefore, all procedures must be 
begun within four minutes after the dis- 
appearance of pulsation of the femoral 
artery. 

5. Two clinical patients were defibril- 
lated and regained the normal heartbeat 
successfully immediately after the afore- 
mentioned electric shock was applied 

In 1 case it was thirty-one minutes and 
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in the other forty-one minutes, after the 
onset of fibrillation. The second patient, 
however, died suddenly four hours after 
complete recovery from ventricular fibril- 
lation. 

6. The results obtained by animal ex- 
periments were proved applicable clinical 
cases. 


ZUSAMMENFASSUNG 


Es hat sich haufig gezeigt, dass durch 
anwendung des elektrischen Schocks das 
Flimmern der Herzkammern in einen v6l- 
ligen Herzstillstand umgewandelt wird, 
und dass man dann durch Herzmassage 
und andere Methoden versuchen kann, 
einen normalen Herzschlag wiederherzu- 
stellen. Das Herz kann gelegentlich wieder 
einen normalen Schlag annehmen, das 
Flimmern jedoch tritt under diesen Um- 
standen von neuem auf. 

Die Verfasser sind mit Experimenten 
am Hunde zu folgenden Ergebnissen ge- 
kommen:: 

1. Bei Anwendung eines geeigneten elek- 
trischen Stromes wahrend eines angemes- 
senen Zeitraumes in der Richtung der 
Lingsachse des Herzens liess sich sofort 
nach der Entflimmerung ein normaler 
Herzschlag ohne Ubergang in v6lligen 
Herzstillstand wiedergewinnen. 

Der geeignete Strom besteht beim 
Hunde aus 100 bis 130 Volt und 0,9 Lis 
1,8 Ampére, die Dauer des Reizes betragt 
0,05 Sekunden. Reizung in der Richtung 
der Lingsachse des Herzens erfolgt, wenn 
der Strom von einer Elektrode an der 
Hinterflache der linken Herzkamier etwas 
oberhalb der Herzspitze zu einer anderen 
Elektrode an der von der oberen Hohlvene 
und dem rechten Vorhof einerseits und 
dem Sulcus terminalis andrerseits gebilde- 
ten Gabelung verlauft. 

2. In der Beurteilung der Fahigkeit des 
Tieres, sich vom Kainmerflimmern vdllig 
zu erholen, spielt die Sauerstoffversorgung 
des Herzmuskels die wichtigste Rolle. 

Wird die Atmung durch Zufuhr von 
reinem Saucerstoff oder gewohnlicher Luft 
vollig aufrecht erhalten, so gelingt es, ein 
Entflimmern und Wiederherstellung eines 
normalen Herzschlags _ ausschliesslich 
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durch elektrischen Schock ohne Massage 
innerhalb von 90 bis 100 Sekunden nach 
Auftreten der Flimmerung zu erzielen. 
Dauert das Flimmern langer als 90 bis 
100 Sekunden und setzt die Herzmassage 
zum Zwecke einer ausreichenden Sauer- 
stoffzufiirung zum Herzmuskel innerhalb 
von vier Minuten nach Beginn des Flim- 
merns ein, lasst sich eine Beseitigung des 
Flimmerns und Wiederherstellung eines 
normalen Herzschlages durch elektrischen 
Schock erreichen. In Fallen, wo die Herz- 
massage spater als vier Minuten nach 
Einsetzen des Flimmerns begonnen wird, 
stirbt das Tier schliesslich selbst wenn der 
Herzschlag einen normalen Rhythmus 
wiedergewinnt. 


8. Bei Sauerstoffarmut lasst sich Herz- 
kammerflimmern mit Hilfe des elektrisch- 
en Schocks leicht hervorrufen; nur selten 
jedoch lasst es sich durch Sauerstoffman- 
gel allein erzielen. Zum Flimmern kommt 
es auch gelegentlich der Anwendung der 
Herzstillstands. Bei Mangel an Sauer- 
stoff ist es sehr schwer, eine Entflim- 
merung auszufahren. 


4. Ein normaler plétzlich in einen Zu- 
stand des Atemstillstandes versetzter 
Hund kann durch kiinstliche Atmung, 
Herzmassage und durch elektrischen 
Schock mit geeignetem Strom, der inner- 
halb von acht Minuten einsetzen muss, 
geheilt werden. In diesem Fall versch- 
windet der Puls der Oberschenkelarterie 
etwa vier Minuten spater. Daher diirfen 
die Behandlungsmassnahmen nicht tiber 
diesen Zeitraum hinaus verzoégert werden. 


5. Zwei klinische Patienten wurden ent- 
flimmert und gewannen einen normalen 
Herzschlag unmittelbar nach Anwendung 
des oben erwahnten elektrischen Schocks. 
Der Erfolg trat in dem einen Falle 31 
Minuten und im anderen Falle 41 Minuten 
nach Einsetzen des Flimmerns ein. Der 
letztere starb jedoch plétzlich vier Stun- 
den nach volliger Wiederherstellung an 
den Folgen des Kammerflimmerns. 


6. Es hat sich gezeigt, dass die tierex- 
perimentell gewonnenen Ergebnisse sich 
auch klinisch verwerten lassen. 
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Frecuentemente se ha inducido un cho- 
que eléctrico para cambiar la fibrilacién 
cardiaca al estado de paro cardiaco, 
después del cual el masaje 6 algun otro 
método se ha intentado para obtener nue- 
vamente un latido normal, El corazén 
puede obtener accidentalmente su latido 
normal, pero la fibrilacién podria reapare- 
cer en tales circunstancias. 

Empleando perros, los autores han 
obtenido experimentalmente los siguientes 
resultados 

1. Cuando se aplica al eje longitudinal 
del coraz6n durante un periodo adecuado 
una corriente eléctrica adecuada, el latido 
cardiaco normal puede ser obtenido in- 
mediatamente después de la desfibrilacion 
sin cambiar al estado de paro cardiaco 
completo. 

Una corriente adecuada en estos casos 
es de 100 a 130 voltios y de 0.9 a 1.8 
amperios en el perro; la estimulacién es 
de 0.05 segundos. La estimulacion en el 
eje longitudinal del corazén indica un 
método de estimulacién a partir de un 
electrodo que es colocado en la cara pos- 
terior del ventriculo izquierdo inmediata- 
mente por encima del apex y de otro elec- 
trodo que es colocado en la uni6én de la 
vena cava superior y la auricula derecha 
con el sulcus terminalis. 

2. El aporte de oxigeno del musculo 
cardiaco es el factor mas importante en 
la determinacion de la capacidad del ani- 
mal para recuperarse completamente de 
la fibrilaci6n. 

Cuando se mantiene la respiracion per- 
fectamente por oxigeno puro 6 aire nor- 
mal, la desfibrilacién puede llevarse a 
cabo, obteniéndose un latido cardiaco nor- 
mal, solamente por el choque eléctrico sin 
masaje dentro de los 90 a 100 segundos 
siguientes al comienzo de la fibrilaci6én. 

Si la fibrilacion dura mas de 90 a 100 
segundos, aun cuando el el masaje cardiaco 
se empiece dentro de los cuatro minutos 
después del comienzo de la fibrilacién (a 
fin de proveer al miusculo cardiaco de 
suficiente oxigeno), la desfibrilacién puede 
llevarse a cabo y obtenerse un latido 
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cardiaco normal por medio de choque 
eléctrico. En los casos en los cuales el 
masaje se empieza después de cuatro minu- 
tos después de empezada la fibrilacion, el 
perro muere finalmente, aun cuando el 
latido cardiaco vuelva a presentar su ritmo 
normal. 

3. Bajo condiciones de hipoxia, la fibri- 
laci6n ventricular es facil de producir por 
choque eléctrico; sin embargo, es raro 
observar la fibrilacién producida unica- 
mente por la anoxia. La fibrilaci6n ocurre 
tambien cuando se empieza a dar masaje 
como tratamiento para el paro cardiaco. 
Bajo condiciones de hipoxia es muy dificil 
de efectuar la desfibrilaci6n. 

4, Cuando se pone repentinamente en 
apnea a un perro normal, dicho perro 
puede ser aliviado por masaje cardiaco, 
respiracion artificial y choque eléctrico 
con una corriente adecuada, que debe ser 
instituida dentro de un tiempo de ocho 
minutos. En este caso, la pulsacion de la 
arteria femoral desaparece unos cuatro 
minutos después. Por consiguiente, todos 
los procedimientos deben de empezarse 
dentro de los cuatro minutos siguientes a 
la desaparici6n de la pulsacién en la ar- 
teria femoral. 

5. Dos pacientes clinicos fueron desfibri- 
lados, obteniéndose latido normal inmedia- 
tamente después de que se aplicé el choque 
eléctrico antedicho. En el primer caso fué 
treinta y un minutos después del comienzo 
de la fibrilacién y en el segundo cuarenta 
y un minutos después de la misma. El 
paciente de este ultimo caso murio repen- 
tinamente cuatro horas después de haberse 
recuperado completamente de la fibrilacién 
ventricular. 

6. Los resultados obtenidos de las ex- 
periencias en animales fueron aplicables 
a pacientes clinicos. 


RIASSUNTO 


Lo shock elettrico é stato, fino ad ora, 
impiegato per trasformare la fibrillazione 
ventricolare in arresto cardiaco, dopo di 
ché il ritmo normale viene ristabilito con 
massaggio cardiaco o con altri mezzi. 
Tuttavia é facile che ricompaia la fibrilla- 
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zione. Sperimentando su cani, gli autori 
hanno stabilito che 1) quando si appli- 
cano correnti opportune e per il tempo 
sufficiente lungo l’asse longitudinale del 
cuore si puo ottenere la ripresa del ritmo 
normale subito dopo la defibrillazione, 
senza passare attraverso la fase di arresto 
cardiaco. Le correnti usate sono da 100 a 
130 Volts e 0,9 fino a 1,8 Ampéres per la 
durata di 0,05 secondi; per stimolazione 
secondo l’asse longitudinale si intende 
Vapplicazione di un elettrodo sulla faccia 
posteriore del ventricolo sinistro, in vicin- 
anza dell’apice, e dell’altro al punto di 
unione della cava superiore con l’atrio 
destro. 


2. L’apporto di ossigeno al muscolo car- 
diaco é il fattore indispensabile per otte- 
nere la ripresa completa. Quando questo 
requisito @ rispettato si pud ottenere la 
defibrillazione e la ripresa del ritmo nor- 
male solo con lo shock elettrico e senza 
massaggio entro 90-100 secondi, Se la 
fibrillazione dura pit a lungo, e si é inizia- 
to il massaggio cardiaco er riossigenare il 
cuore, é ancora possibile la defibrillazione 
e la ripresa del ritmo normale mediante 
lo shock elettrico. Se pero si attende pit 
di 4 minuti, il cane finisce per morire 
anche se il cuore abbia ripreso il suo ritmo 
normale. 

3. In condizioni di ‘ipossia é facile pro- 
durre fibrillazione ventricolare con shock 
elettrico; l’anossia da sola raramente pud 
produrla. La fibrillazione pud comparire 
anche dopo massaggio per arresto cardia- 
co. E’ molto difficile defibrillare quando il 
cuore @ anossico. 

4, Quando in un cane normale si produce 
improvvisamente un arresto cardiaco, si 
puo rimediare mediante respirazione arti- 
ficiale, massaggio cardiaco e shock elettrico 
con correnti opportune, purché si inizino 
le manovre entro 8 minuto, oppure entro 
4 minuti dalla scomparsa del polso fe- 
morela. 

5. In 2 casi clinici si ottenne la defibrilla- 
zione e la ripresa del ritmo normale con 
lo shock elettrico, rispettivamente dopo 31 
e 41 minuti dall’inizio della fibrillazione. 
Il secondo tuttavia mori improvvisamente 
dopo 4 ore. 
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6. I risultati sperimentali sono trans- 
feribili nel campo della patologia umana. 


SUMARIO 


O choque elétrico tem sido usado na 
fibrilagdo ventricular determinando a pa- 
rada cardiaca seguida do restabelecimento 
do ritmo normal. Os autores, em estudo 
experimental em caes, chegaram aos se- 
guintes resultados: 


1. Quando uma corrente elétrica ade- 
quada é aplicada ao eixo longitudinal do 
coracdo, 0 batimento cardiaco normal pode 
ser recuperado imediatamente depois da 
desfibrilacao, sem que haja parada car- 
diaca completa. A corrente adequada 
nestes casos é de 100 a 130 volts e 0.9 a 
1.8 ampéres no cao, e a duracao do estimulo 
é de 0.05 segundos. A estimulacao ao eixo 
longitudinal do coracaéo indica um método 
de estimulo de um eletrodo, colocado na 
face superior do ventriculo esquerdo, logo 
acima da ponta, a um outro eletrodo que 
é colocado entre a juncéo da veia cava 
superior e a auricula direita ao sulco ter- 
minal. 

2. A supléncia de oxgénio ao musculo 
cardiaco é o fator mais importante na 
recuperacao apos a fibrilagao. Quando a 
respiracéo é mantida, a desfibrilagéo pode 
ser realizada e os batimentos cardiacos se 
restabelecem sem a necessidade de mas- 
sagem dentro de 10 a 100 segundos, apos 
a fibrilacao. Si a fibrilagéo durar mais do 
que 90 a 100 segundos, e a massagem 
cardiaca for iniciada dentro de 4 minutos 
depois do inicio da fibrilacéo, a desfi- 
brilagéo pode ser realizada pelo choque 
elétrico. Nos casos em que a massagem 
cardiaca foifeita depois de passados 4 
minutos da fibrilagéo, 0 cao morreu, em- 
bora tenha havido o restabelecimento dos 
batimentos cardiacos. 

3. Sob condicées hipoxicas, é facil pro- 
duzir a fibrilacéo ventricular pelo choque 
elétrico; entretanto, é raro observar-se a 
fibrilacao produzida tnicamente pela an- 
oxia. A fibrilacéo podera ocorrer quando 
a massagem cardiaca foi o tratamento 
inicial da parada cardiaca. Sob condigdes 
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hidxicas é muito dificil realizar a desfibri- 
lacao. 

4. Quando um cao é bruscamente colo- 
cado em condicéo de apnéia, esta podera 
ser aliviada pela respiracao artificial, mas- 
sagem cardiaca e choque elétrico, que 
devera ser aplicado dentro de 8 minutos. 
Neste caso, a pulsacao da artéria femoral 
desaparece cérca de 4 minutos depois. 
Portanto, éstes métodos devem ser apli- 
cados dentro de 4 minutos apos o desapare- 
cimento da pulsacao da artéria femoral. 

5. Dois pacientes foram desfibrilados e 
recuperaram os batimentos cardiacos apoés 
o choque elétrico. Em um caso isto occor- 
reu 31 minutos e no outro 41 minutos apdés 
0 inicio da fibrilagao. Este ultimo paciente 
morreu 4 horas apos. 


6. Os resultados obtidos na experimenta- 
cao mostraram ser aplicaveis a clinica. 


RESUME 


Le choc électrique est souvent utilisé 
pour transformer la fibrillation cardiaque 
en un arrét total du coeur, aprés quoi on 
a pratiqué un massage cardiaque ou une 
autre méthode qui permettra d’obtenir de 
nouveau les pulsations normales. Le coeur 
pourra accidentellement rebattre normale- 
ment, mais dans ces circonstances la fibril- 
lation apparaitra bientot de nouveau. 

En utilisant des chiens, l’auteur a obtenu 
les résultats suivants: 

1. Quand un courant électrique approprié 
était appliqué dans |’axe longitudinal du 
coeur durant une période convenable, les 
pulsations cardiaques normales peuvent 
étre obtenues immédiatement apres la 
défibrillation, sans qu’il y ait entretemps 
un arrét complet du coeur. 

Dans ces cas, le courant utilisé est de 
100 a 130 volts et de 0,9 a 1,8 ampéres 
pour le chien, et la durée de la stimulation 
est de 0,05 seconde. La stimulation dans 
l’axe longitudinal du coeur est une méthode 
de stimulation qui consiste a placer d’une 
part un électrode sur la surface postérieure 
du ventricule gauche, juste au niveau de la 
pointe, d’autre part un autre électrode 
placé au niveau de l’angle formé par la 
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veine cave supérieure et |’oreillete. 

2. L’oxygéne au muscle cardiaque est le 
facteur le plus important qui donne la pos- 
sibilité a l’animal de guérir complétement 
de la fibrillation. 

Quand on maintient la respiration par 
de l’oxygéne pur ou de I’air simple, la 
fibrillation ne peut étre arrétée. Les bat- 
tements du coeur réapparaissent seulement 
par le choc électrique sans massage, dans 
espace de 90 A 100 secondes aprés le 
début de la fibrillation. 
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Intestinal Fistula 
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ous and distressing condition that 

may lead to fatal consequences. The 
food taken by mouth is rapidly expelled 
through the fistula, and malnutrition soon 
follows. The most serious consequences 
are due primarily to loss of gastric and 
intestinal juices, accompanied frequently 
by loss of bile. All this loss may total as 
much as 4,000 cc. daily, even though no 
liquids are taken by mouth. Loss of sodi- 
um and chlorides causes dehydration, 
change in the acid-base balance of the 
blood, and hypochloremia, Loss of hydro- 
gen ions in gastric juices produces alkalo- 
sis. Dehydration and renal dysfunction 
are responsible for hyperazotemia. Hypo- 
potassemia is a frequent occurrence. The 
picture is similar to that associated with 
obstruction with profuse vomiting (Mor- 
ton and Pears). The effects of drainage 
of all gastric juices outside the body were 
clearly demonstrated by Dragsted. The 
continuous loss of pancreatic juices has 
been shown to be fatal. 

The effects of enzyme action upon the 
tissues which are in contact with the in- 
testinal fluids may produce further de- 
terioration of the condition due to sec- 
ondary infection, pain and mental anguish. 
A typical vicious cycle develops, which 
complicates the situation and requires im- 
mediate corrective measures. 

The treatment of this condition is aimed 
primarily at counteracting the devastating 
effect of the fluid loss by correction of the 
blood chemical content and so preventing 
tissue damage of the area surrounding the 
fistula opening. These palliative measures 
help only to achieve the ultimate aim of 
treatment, which is closure of the fistula. 

Evaluation of the intake and output of 


A HIGH intestinal fistula is a most seri- 
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fluids, as well as frequent determination 
of the values for blood urea, chlorides, 
carbon dioxide, potassium and serum pro- 
tein, is necessary for management of the 
replacement therapy instituted parenteral- 
ly. Although good results have been 
achieved in a number of cases by intra- 
venous administration only (Hull and 
Barnes), there are still a significant num- 
ber of cases in which other means of 
treatment must be used. Jejunal feeding 
(although often followed by cramps and 
diarrhea) and back feeding of the intes- 
tinal fluids should be tried. 

For prevention of enzyme action upon 
the surrounding tissues, numerous meth- 
ods have been devised. Some are based 
on chemical neutralization of the proteoly- 
tic ferments (by combining them with 
peptone powder, proteins, beef juice) ; 
others on mechanical absorption of fer- 
ments (with use of charcoal, kaolin, 
bronzing powder, etc.). Continuous irri- 
gation of the wound with 1:10 solution of 
sodium chloride was advised by Potter. 
Mechanical removal of fluids by continuous 
suction is used. Wilkie devised a method 
in which two catheters were directed to 
the distal and proximal parts of the bowel 
so that the intestinal contents would be 
diverted back into the bowel. A specially 
adapted container for collection of expelled 
juices has been advised. 

In the attempt to close a fistula, a num- 
ber of surgical procedures have been ad- 
vised. These, however, are frequently con- 
traindicated because of the usual malnutri- 
tion of the patient and the low tendency of 
the wound to heal. The risk must never- 
theless sometimes be taken when the 
fistula is accompanied by a distal obstruc- 
tion. Closure of the fistula by mechanical 
means is therefore the method to which 
the surgeon most frequently is confined. 
The number of devices invented proves 
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the difficulty of the problem. 

Hartzel, in his paper “Treatment of 
Fistula of the Small Intestines,” presented 
a review of the methods used in the at- 
tempt to close fistulas by mechanical means 
and added a description of his own method. 
According to this author, Judd and Phil- 
lips used chewing gum for obstructing the 
fistula orifice. Rigby and Hendon used 
gauze soaked in oil for plugging the fistula. 
Johnston devised two balloons, one inside 
and one outside the fistula, for obstruction 
of the opening. Reybard used a button 
placed in the lumen of the bowel and kept 
in position by an outside crossbar. Kley- 
bolt used a similar device made of leather. 
A T tube was advocated by Kappis in 1911 
to depress the mesenteric wall of the 
bowel, where often there is a tendency 
toward spur formation at the juncture of 
the efferent and the afferent loops. Dowd 
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advised a small disc inserted in the bowel 
and held in place with sutures passed 
through a small obturator. C. M. Mayo 
used a bakelite button placed in the open- 
ing. Hartzel devised a refinement of the 
button and tube device held in place with 
sutures, the tube being molded from a 
wax model of the proper size and angle. 
Joseph used a Paul tube with success. 
Most of these methods can be successful 
only with relatively small openings in the 
bowel and firm enough surrounding tissue 
to stand the pressure of traction. Large 
openings involving half the circumference 
of the bowel or situated at an angulation 
of the bowel are extremely difficult to 
treat by this means. A successful mechani- 
cal device should secure complete obstruc- 
tion of the fistula and restoration of the 
continuity of the bowel, permitting nor- 
mal feeding and preventing leakage of 
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Fig. 1—A, tube with balloon collapsed. One of the tubes leads to the balloon and the second to the 
transverse short tube. B, tube with balloon inflated. 
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juices. This would rapidly improve the 
condition of the patient and would pro- 
mote healing of the fistula, thus taking 
care of all the aspects of the problem. 

Being faced with an extremely dramatic 
picture due to a high intestinal fistula oc- 
curring as a consequence of a surgical 
complication, I was able to prevent the 
certain tragic outcome with the device 
here described, constructed impromptu. 

This device (Fig. 1) consists of a rubber 
T tube with the short arm slightly curved 
and of larger diameter (8 mm.). A fine 
rubber balloon is applied to the short arm 
of the T tube in an airtight fashion. (Fig. 
1A). The balloon is fitted with a small 
caliber inflator tube. The arrangement is 
similar to the Foley catheter principle, ap- 
plied to the short arm of the T tube, After 
determination of the direction of the prox- 
imal and the distal part of the bowel, the 
short arm of the T tube, with the balloon 
deflated is inserted into the lumen of the 
bowel, so as to bridge both parts. The 
long tube and the inflation tube emerge 
from the middle of the fistula opening. The 
balloon is now inflated (Fig. 1B) to a 
point where it obstructs completely the 
fistula opening. The inflation tube is then 
clamped. The patient is permitted to take 
fluids by mouth immediately. The long 
arm of the T tube is used for additional 
feeding and serves to keep the short 
branch constantly flushed out. When it is 
no longer needed the balloon is deflated 
and the emerging branches are cut short, 
the remainder heing allowed to pass per 
rectum. 

The illustrations will help to visualize 
the arrangement. 

The case report will demonstrate the 
dramatic result achieved by the above de- 
scribed device. 


REPORT OF CASE 


E. B., 41, an immigrant newly arrived from 
Afghanistan, was admitted to the surgical de- 
partment on April 30, 1952. The chief com- 
plaint was of dull epigastric pain of ten years’ 
duration. The pain was irregularly related to 
meals, and the patient took unspecified drugs 
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Fig. 2.—Diagram of tube in intestinal lumen. 


for relief. Five months prior to admission the 
epigastric distress had become progressively 
worse. 

The condition was diagnosed as duodenal 
ulcer and the diagnosis confirmed by roentgen 
study. In spite of treatment, consisting of 
drugs and diet, the patient’s condition did not 
improve; on the contrary, he lost 10 Kg. of 
weight without relief of the epigastric distress. 
On admission he had been in good general 
condition. The results of routine laboratory 
tests were normal. Histamine tests showed a 
high gastric acid content (120 to 133). Gastro- 
intestinal roentgenograms revealed a deformed 
duodenal bulb retracted cephalad and a pos- 
sible communication between the duodenum 
and the common bile duct. 

After medical treatment the symptoms were 
relieved. Operation, however, was considered 
advisable and was performed on May 6. At 
operation the pylorus was embedded in a 
thick mass of scar tissue. The choledochus and 
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the gallbladder appeared normal. The first 
part of the duodenum was fixed to the head 
of the pancreas. A subtotal gastric resection 
was performed, with a Polpa type of anasto- 
mosis. The duodenum was transected above 
the ulcer, which was located on the posterior 
wall and was adherent to the pancreas. The 
duodenal stump was inverted and closed by 
two layers of sutures. 

The postoperative course was complicated. 
On the day after the operation the patient 
was uncomfortable. The pulse rate was 140, 
the blood pressure dropped, and the abdomen 
was slightly tense. Intravenous fluids, blood 
and antibiotics improved the condition tem- 
porarily, but the following days witnessed a 
marked deterioration of the patient’s condi- 
tion. The abdomen became distended and 
tense. Jaundice developed, predominently on 
the lower part of the abdomen. Leakage from 
the duodenal stump was suspected, and opera- 
tive exploration confirmed the suspicion. An 
abundant amount of bile was evacuated from 
the peritoneal cavity, and drainage was in- 
stituted. In spite of this, the patient’s con- 
dition did not improve to the expected degree. 
Below the umbilicus a bulge appeared, and 
the impression was that bile was collecting in 
this region. Exploration revealed a large 
amount of bile collected in a _ peritoneal 
pocket. Here, too, a drain was placed. Two 
days later an intestinal fistula developed in 
the wound (most probably due to trauma), 
which rapidly increased. All food taken by 
mouth was eliminated through the fistula after 
one minute, indicating a high location. A spur 
formation protruded in the middle of the fistu- 


MOZES: INTESTINAL FISTULA 


la, disconnecting completely the afferent and 
efferent portions of the intestine. An abun- 
dant quantity of gastric and pancreatic juices 
was expelled through the fistula. Besides this, 
through the drain placed close to the duodenal 
stump, an appreciable amount of bile continued 
to drain. 

The general condition of the patient de- 
teriorated rapidly. Dehydration, hypochlor- 
emia, alkalosis, hypoazotemia and hypopotas- 
semia were pronounced in spite of intensive 
replacement therapy. Cachexia developed. The 
local condition around the fistula worsened in 
spite of all preventive measures. The fistulous 
orifice measured 3 by 2 cm. In the middle of 
the opening the mesenteric side of the jejunum 
had formed a spur, interrupting completely 
the communication of the proximal and distal 
parts. The jejunal alimentation failed, owing 
to cramps and diarrhea. The situation was 
desperate, and at this time the aforedescribed 
device was introduced through the fistula into 
the lumen of the jejunum (Fig. 3). The in- 
flated balloon tightly obstructed the fistulous 
opening, and the patient was permitted to take 
fluids by mouth immediately. His condition 
improved rapidly. After a short time the duo- 
denal stump closed spontaneously, and granu- 
lation tissue started to cover the opening of 
the fistula. In about two weeks, when granu- 
lation tissue closely surrounded the tubes 
emerging from the wound, these tubes were 
cut close to the short arm of the T tube. The 
short arm, which was left in the lumen of the 
intestine, appeared in the stool about twenty- 
four hours later. The patient recovered com- 
pletely. 


Fig. 8.—A, tube in fistula. Character and size of fistula are shown. Inflated balloon obstructs the ori- 
fice of the fistula. B, tube inflated in position; jejunal feeding through long branch of T tube. 
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The efficiency and ease of construction 
of this device may suggest the application 
of the same principle in the management 
of purposely constructed enterostomies, 
which are sometimes so difficult to care 
for and so distressing to the patient. 


SUMMARY 


The sequence of clinical events in the 
presence of high intestinal fistulas are de- 
scribed and the methods of treatment re- 
viewed. 

A device that fulfills the requirements 
and treatment is described. A case is re- 
ported, in which this device proved life- 
saving. Further application of the prin- 
ciple is suggested. 


ZUSAM MENFASSUNG 


Der Gang der klinischen Entwicklung 
beim Bestehen hochgelegener Diinndarm- 
fisteln wird beschrieben, und die Behand- 
lungsverfahren werden kritisch gepriift. 
Eine Vorrichtung, die allen Anforder- 
ungen entspricht, und deren Anwendung 
werden beschrieben. Ein Fall wird be- 
richtet, in dem die Vorrichtung sich als 
lebensrettend erwies. Weitere Anwendung 
des dargestellten Prinzips wird angeregt. 


RESUMEN 


Se describe la secuencia de eventos clin- 
icos en presencia de fistulas intestinales 
altas y se revisan los métodos de trata- 
miento. Se describe un recurso que llena 
los requerimientos y tratamiento. Se comu- 
nica un caso en que dicho recurso prob6é 
salvar la vida. Se sugieren posteriores 
aplicaciones del principio. 


SUMARIO 


A seqiiéncia de acontecimentos clinicos 
na presenca de fistulas intestinais altas é 
descrita e, os métodos de tratamento sao 
revistos. Um método que preenche os re- 
quisitos e o tratamento, é descrito. O autor 
comunica um caso, no qual éste método 
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salvou a vida do paciente. A aplicacao 


ulterior do principio é sugerida. 


RIASSUNTO 


Dopo una esposizione dei dati clinici e 
dei metodi di cura relativi alle fistole di- 
giunali, viene descritto un apparecchio che 
risponde alla necessita terapeutiche; tale 
apparecchio é stato usato con successo in 
un caso e pud essere impiegato anche in 
altre condizioni. 


RESUME 


L’auteur décrit la succession des symp- 
tomes dans les cas de fistule intestinale de 
la partie supérieure de l’abdomen et passe 
en revue les méthodes de traitement. L’au- 
teur rapporte un cas dans lequel sa méthode 
a sauvé la vie du malade. II suggére |’ap- 
plication de ce traitement pour d’autres 
cas. 
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Diced Cartilage Grafts 
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suggests, consist of numerous small 

segments of cartilage that can be 
packed or molded into any desired contour 
like wet grains of sand. The term “diced” 
is descriptive, because in early cases the 
grafts were obtained! by pinning a seg- 
ment of rib cartilage to a wooden block, 
making linear cuts in the cartilage, and 
then cross-cutting the rib, much as a cook 
dices carrots in preparing a salad. In 
practice, however, the small segments were 
used in the form of flat shavings rather 


[) suse: cartilage grafts, as the name 
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than cubes, because the thin shavings pack 
together without presenting sharp corners, 
which may produce a prominence beneath 
the overlying skin. 

Use in Skull.—Diced cartilage grafts 
were first used by myself in skull depres- 
sions, the multiple segments being intro- 
duced into the cavity and gently patted 
into a rounded contour. The scalp was 
then sutured over the rounded surface of 
the cartilage mass. This method provides 
a smooth, even contour and is so simple 
in execution that in the hands of a good 
operating team, with good operative as- 
sistance, a large depression in the frontal 
region can be repaired in an hour. 


Fig, 1.—Successive steps in method of using diced cartilage grafts to fill a deep depression 
in the skull. The author invented diced cartilage grafts and used them for this type of re- 
pair at St. Barnabas Hospital twelve years ago. 
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Fig. 2.—Formation of ear frame work from diced cartilage grafts inserted in vitallium ear mold— 
A. rib cartilage removed from the right side of the patient’s chest is diced into many small cartilage 
cubes. B, the “diced cartilage grafts” are introduced into each half of a perforated vitallium ear 
mold. C, the two halves of the ear mold have been fastened together with vitallium screws, pressing 
the diced cartilage grafts into the shape of an ear. The mold containing the cartilage segments is 
inserted in a pocket beneath the patient’s abdominal skin, During a period of months, blood vessels 
and connective tissue grow through the openings in the mold and fasten the separate cartilage 
cubes firmly together in the form of an ear. 


Microscopic examination of the diced 
cartilage grafts after transplantation has 
been made at various intervals up to four 
years. The sections demonstrated that the 
spaces between the small cartilage seg- 


ments were occupied first by blood and 
later by ingrowing connective tissue, ac- 
companied by numerous small blood ves- 
sels. Each small cartilage graft rested 
against adjoining cartilage at some points 
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Fig. 3.—Removal of diced cartilage ear from mold and transplantation into ear region.—A, the vitalli- 
um ear mold has been removed from the abdominal pocket five months after burial in the abdominal 
area. The two halves of the mold have been separated and the diced cartilage ear framework re- 
moved from the mold. B, the diced cartilage ear framework is inserted into a previously delayed 
pocket beneath the skin in the ear region. The framework is about 1 inch (2.5 em.) higher than 
the normal ear, to allow for subsequent sagging. C, the wound edges are sutured and a firm 
dressing is applied to press the skin against the cartilage framework. A drain may be inserted in 
the lower angle of the wound. The drain is removed after forty-eight hours without disturbing the 
firm dressing that holds the skin against the cartilage. 








(with a thin layer of connective tissue be- 
tween), thus preventing contracture of 
the cartilage mass. The bulk of the diced 
cartilage grafts collectively was increased 
by the addition of the numerous small 
spaces between the cartilage, and for this 
reason the diced cartilage grafts actually 
filled a larger space than did the solid rib 
cartilage from which they were cut. 

Autogenous diced cartilage grafts had 
living chondrocytes, a normal-appearing 
matrix with occasional bone formation 
inside or outside the grafts, and a general 
absence of invasion and absorption. Some 
preserved diced cartilage grafts showed 
definite invasion and absorption, whereas 
in others the matrix, with dead cells, ap- 
peared to resist invasion quite well. The 
tendency to bone formation was more 
pronounced in preserved cartilage than in 
autogenous cartilage. 

Diced cartilage grafts, in my opinion, 
have a usefulness, in repairing depressions 
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in the frontal region of the skull, equal 
to that of any other method in current 
use. From a theoretical standpoint, the 
effectiveness of bone grafts should be 
greater than that of cartilage, since in 
using bone the surgeon is replacing an 
absent tissue with a similar one. Late 
examination of skull depressions repaired 
with iliac bone demonstrates considerable 
absorption in some cases, but the reduced 
bone graft appears to have bony contact 
with margins of the skull bone and thus 
provides protection for the brain. Some 
neurosurgeons? hold that autogenous 
grafts of skull bone, when used as free 
grafts, do not make bony contact with the 
adjacent skull bone of the host. Horrax 
of the Lahey Clinic has expressed the 
opinion that only a fibrous union occurs 
in such cases, but in the opinion of Grant* 
an osseous union is formed. 

Tantalum plates and other foreign 
bodies are useful in the treatment of elder- 


i 


Fig. 4.—The principle of the ear mold applied to ankylosis of the hip joint. Orthopedic surgeons 
are beginning to realize that steel ball and socket joints are foreign bodies in human tissues. (Col- 
laboration with Dr. John Flanagan of Newark, N. J.) 
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Fig. 5.—Diced cartilage grafts utilized to form new ribs to protect the heart (collaboration with Dr. 
Henry Brodkin of Newark, N. J.) 


ly patients with skull defects and of cancer- 
ous patients with doubtful prognoses. 
Diced preserved cadaver cartilage grafts, 
rather than autogenous cartilage, may be 
employed as a substitute for metallic for- 
eign body implants when the prognosis is 
doubtful. 

Other Uses in the Facial Region.— 
Diced cartilage grafts have also been used 
as a substitute for bone grafts to repair 
mastoid fistulas, to build out the promi- 
nence of the malar bone in the correction 
of receding chin and, indeed, to restore 
contour in any bony deficiency of the face. 

Grafts of this type packed in a per- 
forated vitallium mold will conform to the 
shape of the mold like wet sand in a sand 
mold.t| When a perforated ear mold is 
filled with cartilage segments and buried 
beneath the patient’s abdominal skin, con- 
nective tissue and blood vessels grow 
through the openings in the mold. In situ 
they nourish the cartilage and fasten the 


separate segments together in a solid 
plaque. If the mold remains in place for 
about five months the plaque will be bound 
together by mature connective tissue with 
tough collagenous fibers, so that the carti- 
lage can be removed from the mold as a 
solid ear structure. This cartilage frame- 
work may be inserted beneath the skin in 
the region of an absent ear to form the 
structural support for a new auricle. 

It is interesting to note that the carti- 
lage plaque is entirely autogenous, being 
composed of the patient’s own cartilage, 
which is bound together by autogenous 
connective tissue and supplied by auto- 
genous blood vessels. The cells and matrix 
of the cartilage, the connective tissue, and 
many of the blood vessels survive this 
free transplantation, and a new blood ves- 
sel supply arises mainly through end-to- 
end anastomosis between severed blood 
vessels in the host bed and those in the 
graft. Some new penetrating capillary 
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Fig, 6.—Diced cartilage grafts to reinforce deficient fascia in recurrent hernia (courtesy of Dr. 
George Simms of Rutherford, N, J.) 


growth occurs from the host vessels into 
the substance of the graft connective tis- 
sue. Probably this new penetrating capil- 
lary growth later connects with the sur- 
viving vascular system of the graft. 
Diced Cartilage Grafts in Other Surgical 
Fields.—The extreme malleability of diced 
cartilage grafts and the conformity of 
small segments to a perforated mold of 
any desired shape led me to suggest their 
use to a number of surgical colleagues at 
St. Barnabas Hospital. Dr. John Flanagan 
of Newark became interested in the idea 
and designed a perforated vitallium mold 
in the shape of a thin concave-convex disc 
that might be employed, on the ear mold 
principle, to form a new articular surface 
of cartilage. If inserted over the head of 
the femur, the cartilage disc might permit 
movement in the presence of ankylosis of 
the hip joint. The vitallium mold* was 
filled with diced segments of a patient’s 


*Made by the Austenal Company of New York City. 


rib cartilage and buried beneath the ab- 
dominal skin. When the mold was removed 
after four months, the segments of carti- 
lage were firmly bound together in the 
form of a thin cartilage cap. With the 
cap insertea as a cover for the head of the 
femur, the patient at the time of writing, 
eight months after the operation, is walk- 
ing and bearing weight about as well as 
if a vitallium cap had been used. 

Dr. George Simms of Rutherford, New 
Jersey, has successfully used diced carti- 
lage to reinforce the fascia in cases of 
recurrent ventral and inguinal hernia. One 
of his patients with a large ventral hernia- 
tion had a recurrence of the hernia after 
operative repair with a dermagraft. Ata 
second operation, diced cadaver cartilage 
grafts from the cartilage bank were intro- 
duced over the surface of the thin muscle 
fascia and in some areas directly over 
the peritoneum. The subcutaneous tissue 
and the abdominal skin were then sutured 
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over diced cartilage grafts, and a firm 
pressure dressing was applied. The diced 
cartilage grafts became bound together 
by connective tissue in the form of a large 
pancake-like plaque, which served as an 
internal or buried truss. The patient had 
had no recurrence of this large ventral 
hernia two years after operation. 

With my assistance, Dr. Henry Brod- 
kin of Newark has built up several new 
ribs to protect the heart in patients who 
had undergone extensive removal of the 
cartilage. This was accomplished by in- 
troducing diced cadaver cartilage grafts 
into tantalum mesh and fastening the open 
ends of the mesh with a purse-string wire 
suture to retain the mass of segments 
within the mesh. The tantalum mesh, 
with its content of cartilage, was sutured 
to the sternum at one end and to the pos- 
terior rib segments horizontally at the 
other end, or, in some instances, in a ver- 
tical direction, so as to bridge the defect 
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in the thoracic cage. Connective tissue 
grew through the openings in the mesh 
and bound the cartilage segments together 
in the form of a solid rib structure, which 
served to give support for the soft tissues 
of the chest and to provide -protection 
for the heart. 

In collaboration with Dr. Robert Green 
of South Orange, New Jersey, I have used 
diced cartilage for filling large bony de- 
fects in infants with spina bifida. The 
method is indicated particularly in pa- 
tients with a large cord herniation, as- 
sociated with an extensive bony defect 
and insufficient fascia, muscle and skin 
for adequate closure and coverage. Double 
pedicle skin flaps are elevated at the sides 
and resutured in place to allow adequate 
blood supply to develop in the flaps. Two 
weeks later the thin skin covering the 
herniation is removed, the cord elements 
reduced and the best possible closure ob- 
tained by suturing fascia and muscle over 





c 


Fig. 7.—Diced cartilage grafts for repair of large spinal cord defect in spina bifida (collaboration 
with Dr. Robert Green of South Orange, N. J., and Dr. Richard Swain of Newark, N. J.) 














the bony defect. Diced cadaver cartilage 
grafts are then introduced over the fascia 
and muscle and sometimes directly over 
the cord content. A sheet of tantalum or 
stainless steel screen may be sutured over 
the defect to keep the diced cartilage 
grafts out of the spinal cord opening when 
fascia and muscle closure is inadequate. 
The lateral skin flaps are then elevated 
and sutured to cover the plaque of the 
grafts. If the child does not die from 
hydrocephalus or meningitis, the diced car- 
tilage grafts will become bound together 
by fibrous tissue and the solid plaque will 
prevent herniation of nerve elements from 
the spinal cord. 


SUM MARY 


It appears that diced cartilage grafts 
may have a much wider field of application 
than was originally supposed. The author 
first designed and employed them to fill 
depressions in the skull and defects about 
the face. Later the grafts were packed 
in a perforated ear mold, and when this 
mold, with its cartilage content, was trans- 
planted into human abdominal fat, the 
separate segments became bound together 
by ingrowing fibrous tissue, so that a solid 
structure was formed which accurately 
represented the shape of the mold. 

The method of simply introducing the 
cartilage grafts to fill a cavity or to pre- 
vent herniation as in skull depressions, in- 
guinal and ventral hernia and spina bifida, 
and the method of inserting the grafts in 
a special mold or form, as in ear recon- 
struction, ankylosis of joints and the for- 
mation of new ribs are all based on a 
physiologic fact or law. Connective tissue 
abhors unlined dead spaces as nature ab- 
hors a vacuum. There are numerous dead 
spaces between the individual diced carti- 
lage segments, and fibroblasts, with their 
accompanying blood vessels, will always 
grow into these spaces and fill them with 
collagenous fibers and cement substance. 
These substances, when dry (after about 
five months), provide a strong binding 
material that holds the individual carti- 
lage segments firmly together. 
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The simple procedure of introducing liv- 
ing or dead cartilage grafts into a cavity 
or the method of packing them in a mold 
may be selectively employed in different 
surgical fields for various purposes. 

It is fortunate that cadaver bank car- 
tilage grafts are usually well tolerated by 
human tissues. This allows the surgeon 
to provide support for extensive defects 
in the chest wall, for herniation of both 
sides of the abdomen, and for extensive 
spinal and other skeletal deficiencies in 
infants and young children when it is not 
wise to use the patient’s own cartilage. 

One should bear in mind, however, that 
autogenous tissues are always better, as 
free grafts, than the tissues of another 
person. Obviously, cadaver cartilage must 
be used when the patient’s own cartilage 
cannot be obtained in sufficient quantity. 


RESUMEN 


E] autor describe su técnica de implanta- 
cidn de injertos cartilaginosos cubicos, que 
él uso primeramente para llenar depre- 
siones craniales y defectos faciales y que 
ha usado con éxito en reconstruccién de 
la oreja. Recomienda los injertos también 
para otros propositos. El cartilago auto- 
geno es preferible, pero el cartilago del 
banco obtenido de cadaver es también bien 
tolerado por los tejidos humanos y puede 
emplearse en la reparacién de grandes de- 
fectos de la pared toracica, hernia de cual- 
quier lado del abdomen y defectos verte- 
brales u otros 6seos en nifios y jovenes. 


ZUSAM MENFASSUNG 


Der Verfasser beschreibt seine Technik 
der Einpflanzung wiirfelf6ormiger Knor- 
peltransplantate, die er erst zur Ausfiil- 
lung von Eindellungen des Schadels und 
von Defekten der Gesichtsknochen und 
spater mit Erfolg zur Wiederherstellung 
der Ohrmuschel verwandte. Er empfiehlt 
diese Transplantate auch zu anderen 
Zwecken. Autogener Knorpel verdient 
zwar den Vorzug, aber auch Knorpel von 
Leichen aus einer Gewebebank wird vom 
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menschlichen Organismus gut vertragen 
und kann zur Reparatur grésserer Brust- 
wanddefekte, von Bauchbriichen und um- 
fangreichen Defekten der Wirbelsaule und 
anderer Knochen bei Saéuglingen und jun- 
gen Kindern verwendet werden. 


RESUME 


L’auteur décrit sa technique de greffe 
cartilagineuse qu’il a utilisée en premier 
lieu pour réparer des dépressions cutanées. 
Actuellement il l’emploie avec succés pour 
la reconstruction de l’oreille et pour d’au- 
tres défects. L’auto-cartilage est préfér- 
able, mais celui provenant des banques est 
bien toléré. Il peut étre utilisé pour ré- 
parer la paroi thoracique, consolider une 
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hernie, armer une colonne vertébrale défi- 
ciente chez les nourrissons et les jeunes 
enfants. 
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The meaning of the word vanity never crosses the vulgar heart. 


The longing to be primitive is a disease of culture; it is archaism in 
morals. To be so preoccupied with vitality is a symptom of anaemia. 


For an idea ever to be fashionable is ominous, since it must afterwards 


be always old-fashioned. 


By nature’s kindly disposition most questions which it is beyond man’s 
power to answer do not occur to him at all. 


A way foolishness has of revenging itself is to excommunicate the world. 


The mind celebrates a little triumph every time it can formulate a truth. 


—Santayana 








Treatment of Complete Rectal Prolapse 


with Sclerosing Agents 


J. GERENDASY, M.D., F.A.P.S., F.I.C.S. 
ELIZABETH, NEW JERSEY 


ROCIDENTIA of the terminal portion 
P of the bowel may be divided, for 
therapeutic purposes, into classifica- 
tions: Sigmoid procidentia (sliding hernia, 
intussusception of the sigmoid into the rec- 
tum) and rectal procidentia (beginning in 
the ampulla). In either case all the coats 
of the bowel are involved, In this communi- 
cation only the treatment of complete rec- 
tal procidentia will be considered, that is, 
prolapse that starts in the rectal ampulla. 
For sigmoid procidentia some form of re- 
pair of the anatomic defect in the pelvic 
fascia, together with the additional fixa- 
tion of the sigmoid colon, is the treatment 
of choice. 

The appearance of the extruded bowel 
is typical and is characterized by the cir- 
cular arrangement of the striations (Fig. 
1), in contrast to the smooth outline of 
mucosal prolapse. 

A variety of surgical procedures have 
been advocated for the cure of this con- 
dition. Dickson Wright! enumerated 
thirty-six methods that have been em- 
ployed at one time or another by various 
surgeons. The more widely recognized 
treatments are: the anal tightening opera- 
tion of Thiersch;? the pelvic obliterating 
operation of Moschowitz;* some modifica- 
of the Moschowitz procedure,‘ and resec- 
tion of the prolapsed bowel.* 

There are several nonoperative proce- 
dures, among which is the injection of 
sclerosing solutions. This may prove to be 
an effective technic when limited to treat- 
ment of prolapse of the rectal ampulla. 
It is especially applicable to senile or 
debilitated patients. A number of its advo- 
cates may be mentioned, with the solu- 
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tions and technics applied. Hanes® advo- 
cated the injection of 50 to 60 cc. of 
1:3,000 C.P. hydrochloric acid into the 
perirectal spaces. Frankfeldt’ utilized a 
modification of the Swinford Edwards 
treatment, in which a sterile solution of 
quinine sulfate and diluted sulfuric acid 
in distilled water is injected into the peri- 
rectal spaces. In addition, 5 per cent 
phenol in almond oil is injected submu- 
cously, intrarectally, through a_ procto- 
scope. Terrell’ and Gaume?® advised the in- 
jection of 5 per cent aqueous solution of 
quinine and urea hydrochloride submu- 
cously around the circumference of the 
prolapsed bowel. Hayes and Burr!’ em- 
ployed several ounces of 1 per cent phenol 
in castor oil, injected above the levators at 
each side and posterior to the rectum. 
These authors reported satisfactory re- 
sults have been obtained when a combina- 
tion of these methods was used. 

This report is concerned with 2 cases 
of chronic recurring rectal procidentia, 
treated with sclerosing solutions. The in- 
dication in the first case was failure of 
surgical repair of the prolapse and in the 
second the presence of a chronic debili- 
tating disease. 

Rationale of Treatment.—The injection 
of a sclerosing solution submucously and 
perirectally produces a chemical inflamma- 
tion with a resultant fibrinous exudate. In 
the first instance this cements the mucosa 
and the submucosa to the muscularis, 
forming a stiff, firm rectal wall and a per- 
manent splinting of the bowel precluding 
future prolapse. The perirectal injection 
results in the production of a dense fibrin- 
ous exudate which binds the rectum to the 
perirectal tissues, thereby giving support 
to the organ. 
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Preoperative Preparation. — The bowel 
must be completely emptied by 2 ounces 
of castor oil. When this agent has acted, 
a series of enemas is given until the colon 
is thoroughly emptied of fecal material. 
This usually takes about two days, and 
during this period the diet should be a 
liquid non-residue diet including the elimi- 
nation of milk. When there is danger of 
postoperative infection, as in the second 
case to be reported, prophylactic treatment 
with an antibiotic and sulfonamide is in- 
dicated. The second patient, therefore, 
was given, for four days preoperatively, 
a daily injection of 1 Gm. of dihydrostrep- 
tomycin sulfate with 400,000 units of peni- 
cilln (combiotic, Pfizer) and 90 gr. of 
sulfaphthalidine in four divided doses. He 
was also tested intracutaneously for qui- 
nine sensitivity, with a negative result. 
The first patient received no special pre- 
operative preparation except the castor oil 
and enemas. 

A sedative consisting of sodium penta- 
barbital, 114 gr. to each patient was ad- 
ministered on the night prior to the opera- 
tion, and morphine sulfate (1/6 gr.) and 
atropine sulfate, (1/150 gr.) was given 
hypodermically half an hour before the 
operation. A low “saddle” spinal anes- 
thesia was induced 50 mg. of procaine 
hydrochloride being used for the first pa- 
tient and 75 mg. for the second. 

In each instance the patient was placed 
in the lithotomy position. The perianal 
skin was painted with an antiseptic solu- 
tion and draped with sterile towels and 
sheets. The prolapsed bowel was cleansed 
with alcohol and sterile saline solution 
preparatory to the injection treatment. 


Manipulation of the mass was facilitated 
by application of two or three Pennington 
clamps around the circumference of the 
bowel. A description of the multiple meth- 
od follows. 


Technic.—(a) Submucous Injection 
(after Gaume®) : Two or three 5 cc. Luer 
Lok syringes with % inch, 27 gauge needles 
are filled with 1 per cent quinine and urea 
hydrochloride solution to be used as needed. 
The first series of injections begins at the 
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outermost part of the mass, that is, the 
lumen of the bowel. Here 2 to 3 mins. of 
the solution is injected about ™% inch (0.6 
cm.) deep, submucously, at about 1 inch 
(2.5 cm.) intervals around the entire cir- 
cumference of the prolapsed bowel. The 
reason for making the first series of injec- 
tions as far out on the bowel as possible 
is the fact that, when the mass is replaced, 
it will anchor the beginning of the proci- 
dentia. The next row of solution is de- 
posited %4 inch (1.2 cm.) above the first, 
the punctures in the inter-puncture space 
being staggered until, with seven or eight 
rows, the anus is reached. The solution 
is injected at these intervals and the punc- 
tures are staggered because the fibrosis 
induced extends so far outward that it 
practically interlocks one site with the 
other over the whole area of the treated 
portion of the bowel. The fibrosis induced 
constitutes a permanent splint, rigid, firm 
and incapable of being extruded. In the 
cases to be reported a total of 24 cc. of 
1 per cent quinine and urea hydrochloride 
was used. A 5 per cent solution, if the 
sensitivity test for quinine gives a nega- 
tive result, may be used in more robust 
patients. 

Bleeding is minimal because the larger 
vessels, which are usually visible, are 
avoided. The mass is then replaced. 

(b) Perirectal Injection: A 10 ce. Luer 
Lok syringe fitted with a 3% inch to 19 
inch (7.5 to 27.5 cm.) gauge needle is 
filled with warm 1 per cent phenol in 
sterilized castor oil. (A 5 per cent solu- 
tion may also be used.) The lubricated 
index finger of the surgeon’s left hand is 
inserted into the rectum. From a point 
1 inch (2.5 cm.) from the anal verge, the 
needle is plunged into the tissues to its 
entire length in both lateral and posterior 
perirectal spaces. The solution is slowly 
injected as the needle is withdrawn. It is 
important to flood the solution right along- 
side the bowel wall, since ultimate success 
depends upon the amount of fibrosis pro- 
duced to hold up the prolapse. The accu- 
mulation is palpable and should be mas- 
saged for about one minute to prevent 
pooling of the solution. Care must be 











exercised in the posterior injection to avoid 
perforating the bowel. A % inch (0.6 cm.) 
soft rubber tube, covered with several 
layers of petrolatum gauze, is inserted high 
up into the sigmoid. The protruding end 
is cut and sutured to the skin of the anal 
margin. The purpose of the tubing is to 
appose the muscularis to the mucosa and 
the rectum to the perirectal tissues, as 
well as to act as a flatus tube. A voluminous 
compression dressing, kept in place with 
a T binder, is then applied. 


Postoperative Care.—The tube remains 
in place for four days. Prior to its re- 
moval, 6 ounces of warm vegetable oil is 
injected as a retention enema to facilitate 
the first bowel movement. During this 
period the patient is given a low residue 
diet and % ounce mineral oil twice daily, 
by mouth. The patient must use a bedpan 
to evacuate the bowel for at least one or 
two weeks. The diet is rapidly increased 
after the fourth day to the standard hos- 
pital diet, and the mineral oil is continued, 
with perhaps % ounce of milk of magnesia, 
administered at bedtime. This is supple- 
mented with an occasional enema to ins*ire 
a daily evacuation. Sphincter exercises, 
20 to 30 contractions a day, are begun after 
removal of the rectal tube and are con- 
tinued until sphincteric competence is ob- 
tained. Check-ups are made at monthly 
intervals to determine whether the sphinc- 
ter exercises have accomplished the desired 
result. 


REPORT OF CASES 


CASE 1.—O. R., a man aged 56, was admitted 
to the hospital on Dec. 28, 1942, with the 
history of a mass protruding from the anus. 
Since early childhood he had had trouble with 
recurrent protrusion of a small mass. He had 
no symptoms referable to the mass, which 
ordinarily he himself reduced. Gradually the 
mass increased in size and interfered with his 
bowel movements. Three years ago prior to 
admission he was operated upon for this con- 
dition but was not relieved. On the evening 
prior to admission the mass again protruded 
from the anus, and he could not reduce it. 
There was no nausea, vomiting or abdominal 
pain. Physical examination on admission gave 
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Fig. 1 (Case 1).—Protruding mass of bowel with 
circular striations (see text). 


essentially normal results except on rectal ex- 
amination. Inspection revealed a protruding 
mass of bowel about the size of a grapefruit 
(Fig. 1). It was characterized by a circular 
arrangement of the striations. The mass was 
manipulated into the rectum with the liberal 
use of toilet tissue. Repeatedly prolapse oc- 
curred, however, with each bowel movement 
and frequently on ambulation. After due con- 
sideration of all the factors involved, includ- 
ing the incompetence of the sphincter, it was 
decided to treat the patient with sclerosing 
agents. 

The patient was then prepared as afore- 
described. He was given a total of 24 ce. of 
1 per cent quinine and urea hydrochloride 
submucously, and 114 ounces of 1 per cent 
phenol in sterilized castor oil in the lateral 
and 1 ounce in the postanal space. He was 
discharged three weeks after the operation, 
at which time he was having a daily bowel 
movement and using the regular toilet facil- 
ities. He was instructed about the importance 
of sphincter exercises and told to continue 
them daily until sphincter tone returned. 

The last prior examination of this patient 
took place in the early part of 1943. He was 
reexamined in February 1954. The rectal pro- 
lapse had not recurred, as was indicated by 
straining efforts to evacuate the bowel and 
by digital examination with the patient al- 
ternately stooping and in the left lateral posi- 
tion. The sphincter musculature, though not 
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‘entirely competent, was sufficiently improved 
to enable the patient to control bowel move- 
ments satisfactorily. 


CASE 2.—J. W. W., a man aged 58, was ad- 
mitted to Bonnie Burn Sanatorium on Nov. 8 
1953, with the following diagnoses: pulmonary 
tuberculosis, far advanced, complicated by 
cardiovascular insufficiency, chronic nephritis, 
absence of the left kidney and procidentia 
recti. His disability was quite evident. He 
had observed prolapse of the bowel for the 
past three years, which ordinarily he was able 
to reduce, (Fig. 2). This had lately become 
more and more difficult as his debility in- 
creased. Examination revealed good sphincter 
control. He was treated with sclerosing solu- 
tions on Feb. 2, 1954, by the multiple technic 
aforedescribed. He was given a total of 24 ce. 
of 1 per cent quinine and urea hydrochloride, 
submucously, around the circumference of the 
prolapsed bowel, and 2 ounces of 1 per cent 
phenol in sterilized castor oil was injected in 
the left perirectal tissues, 114 ounces in the 
right lateral perianal space and 1 ounce pos- 
terior to the rectum. The usual precaution of 
evacuating the bowels into a bedpan for the 
first two weeks was observed; thereafter the 
patient had normal daily evacuations at the 
regular toilet, without any evidence of pro- 





Fig. 2 (Case 2 ’ .—Prolapsed bowel in the case of 
. W. W. (see text). 
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lapse. At no time was there any systemic 
reaction to the treatment. The patient has 
been reexamined periodically and appears to 
have been completely relieved of the rectal 
prolapse. 


SUM MARY 


Procidentia recti must be differentiated 
from mucosal prolapse of the rectum. 
Complete prolapse, with the rectum turned 
inside out, can be chronic and slowly devel- 
oping and is usually associated with a 
patulous sphincter ani. Its occurrence in 
children is infrequent, the more common 
condition being prolapse of the rectal mu- 
cous membrane. In the aged it is part of 
a general weakening process, especially at 
the openings of the abdominal cavity, that 
is, the esophagus, the inguinal region, the 
uterus and the rectum. Since in most cases 
the patients are past 60 years of age and 
do not wish to be subjected to radical op- 
eration, the plan outlined offers relief for 
this disabling condition by means of a 
comparatively simple procedure. It is a 
conservative solution to a difficult problem. 
The method deserves to be more widely 
known. Though a safe and relatively mild 
procedure, it gives results which hereto- 
fore have been obtained only by an opera- 
tion of no little magnitude and danger. 

The method is not complete unless 
proper consideration is given to treat- 
ment of the relaxed anal musculature. 
This is illustrated by the first case, in 
which some degree of patency of the 
sphincter ani allows anal fecal soilage. 
Besides lack of cooperation due to lan- 
guage difficulties, it appears that at the 
time of the sclerosing treatment (1942) 
insufficient consideration was given to the 
probable atrophy of the sphincter muscula- 
ture. The Thiersch operations? appears to 
have been indicated at the time of the orig- 
inal operation. The continued sphincter 
exercises in the second case has returned 
sphincter control to normal. 

In both cases the treatment has trans- 
formed a sorely distressed patient into a 
person with a comfortable life and normal 
bowel habits. 
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SUMARIO 


“Procidentia recti” deve ser distinguida 
do prolapso da mucosa do reto. O prolapso 
completo, com o reto exteriorizado, pode 
ser cronico e de desenvolvimento lento e 
é geralmente associado a um esfinter anal 
aberto. Sua ocorréncia na infancia e rara, 
sendo a condicao mais comum o prolapso 
da membrana mucosa do reto, Nos indi- 
viduos idosos constitue parte do processo 
geral de enfraquecimento, especialmente 
nas aberturas d cavidade abdominal, isto 
é, o esOfago, regiao inguinal, Utero e reto. 
Como na maioria dos casos os pacientes 
tém mais de 60 anos e nao desejam ser 
submetidos 4 operacao radical, o plano es- 
bocado oferece alivio a esta condicao de 
incapacidade por meio de um _ processo 
comparativamente simples. E uma solucao 
conservadora para um problema dificil. O 
método merece ser mais amplamente con- 
hecido. Embora seja um processo seguro 
e relativamente suave, da resultados que 
antigamente eram obtidos apenas por ope- 
racéo de maior gravidade. 

O metodo nao é completo a menos que 
tratamento adequado seja dado a muscula- 
tura anal relaxada. Isto é ilustrado pelo 
primeiro caso, no qual um certo grau de 
abertura do esfinter anal permite a de- 
fecacao. Além da falta de cooperacao de- 
vido a dificuldades linguisticas, parece 
que, por ocasiao do tratamento esclero- 
sante (1942), nao foi dada atencao sufi- 
ciente a provavel atrofia da musculatura 
esfinteriana. A operacao de Tiersch parece 
ter sido indicada por ocasiao da operacao 
original. Os excercicios esfinterianos conti- 
nuos no segundo caso restabeleceram o 
controle esfinteriano. Em ambos os casos, 
otratamento transformou um _paciente 
portador de complexos numa pessoa com 
vida confortavel e habitos normais de de- 
fecacao, 


ZUSAM MENFASSUNG 


Der Vorfal] des Mastdarms muss vom 
Prolaps der Mastdarmschleimhaut unter- 
schieden werden. Eine vollstandige Aus- 
stiilpung des Mastdarms kann ein chro- 
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nischer Zustand sein, der sich langsam 
entwickelt und gewéhnlich mit einem of- 
fenen Schliessmuskel einher geht. Bei 
Kindern tritt die Erkrankung selten auf, 
wahrend ein Prolaps der Mastdarm- 
schleimhaut haufiger beobachtet wird. Im 
héheren Alter ist der totale astdarmvorfall 
ein Ausdruck eines allgemeinen Erschlaf- 
fungsprozesses, der besonders an den 
Offnungen der Bauchhohle, namlich an der 
Speiserohre, in den Leistengegenden, an 
der Gebarmutter und am Mastdarm in Er- 
scheinung tritt. Da es sich meist um 
Kranke jenseits des 60. Jahres handelt, 
die sich im allgemeinen nicht gern einem 
grésseren chirurgischen Ejingriff unter- 
ziehen, schlagt der Verfasser vor, diesen 
in ihrer Lebensweise stark Behinderten 
Patienten auf eine verhaltnismdssig ein- 
fache Weise zu helfen. Es handelt sich um 
eine konservative Loésung eines schwieri- 
gen Problems, und das Verfahren verdient, 
mehr als bisher bekannt zu werden. Die 
Methode ist gefahrlos und verhaltnismas- 
sig schonend und zeitigt dennoch Ergeb- 
nisse, die sich sonst nur mit Hilft keines- 
wegs geringfiigiger und ungefahrlicher 
Operationen erzielen liessen. 


Das Verfahren ist nur dann_ voll- 
stindig, wenn die Behandlung der er- 
schlafften Muskulatur des Afters ange- 
messene Beriicksichtigung erfahrt. Dies 
geht klar aus dem Beispiel des ersten 
Falles hervor, wo ein gewisser Grad von 
Sphinktererschlaffung den Ausfluss von 
Kot gestattet. Das ist offenbar, von sprach- 
lichen Schwierigkeiten, die keine enge 
Zusammenarbeit zwischen Arzt und 
Krankem gestatteten, abgesehen, darauf 
zuriickzufiihren, dass zur Zeit der Durch- 
fiihrung der Sklerosierungsbehandlung 
(1942) die wahrscheinlich bestehende 
Atrophie der Sphinktermuskulatur nicht 
geniigend beriicksichtigt wurde. Hier 
hatte wohl gleichzeitig mit dem vorge- 
nommenen Ejingriff die Thierschsche Ope- 
ration ausgefiihrt werden sollen. Im zwei- 
ten Falle haben fortgesetzte Sphinkterii- 
bungen zur Wiederherstellung einer nor- 
malen Schliebmuskelkontrolle gefiihrt. 


In bieden Fallen gelan es durch die Be- 
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handlung aus einem schwer behinderten 
Kranken einen Menschen zu machen, der 
ohne besondere Schwierigkeiten mit nor- 
malen Stuhlgepflogenheiten leben kann. 


RESUMEN 


La procidencia rectal debe ser diferen- 
ciada del prolapso mucoso rectal. El pro- 
lapso completo con el recto evertido hacia 
el exterior puede ser cronico y de desar- 
rollo lento, asociéndose frecuentemente con 
dilataci6n del esfinter anal. Su incidencia 
en nifios es rara, siendo lo mas frecuente 
el prolapso de la mucosa rectal. En el 
viejo representa una parte en el proceso 
de debilitamiento general, especialmente 
localizado a las aberturas de la cavidad 
abdominal, es6fago, regién inguinal, utero 
y recto. Ya que la mayoria de los pacientes 
pasan de los 60 afios de edad y no desean 
ser sometidos a una operaci6on radical, el 
plan delineado ofrece alivio en este padeci- 
miento por medio de procedimiento com- 
parativamente sencillo. Es una solucién 
conservadora a un problema dificil. El 
método merece ser mas ampliamente cono- 
cido. Aun cuando se trata de un procedi- 
miento seguro y relativamente menor, 
proporciona resultados que anteriormente 
eran obtenidos unicamente por una opera- 
cién de no pequefma magnitud y peligro. 

El] método no es completo hasta que se 
dé la consideraci6n adecuada al tratami- 
ento de la musculatura anal relajada. Esto 
se ilustra en el primer caso, el el cual, 
cierto grado de luz del esfinter anal per- 
mitiéd ensuciamiento fecal anal. Ademas 
de la falta de cooperacién debida a dificul- 
tades de lenguaje, parece ser que durante 
el tiempo del tratamiento esclerosante 
(1942) se di6é poca atenci6n a la probable 
atrofia de la musculatura esfintérica. La 
operaciOn de Thiersch 2 pudo estar indi- 
cada cuando la operacion original. Los 
ejercicios constantes del esfinter en el 
segundo caso devolvieron el control esfin- 
térico normal. 

En ambos casos, el tratamiento trans- 
form6é un paciente afligido en una persona 
con una vida confortable y evacuaciones 
intestinales normales. 


297 





GERENDASY: RECTAL PROLAPSE 


RIASSUNTO 


Si deve distinguere la procidenza del 
retto del prolasso di mucosa. II prolasso 
completo, col retto rovesciato all’esterno, 
puod essere cronico e a lento sviluppo e di 
solito si accompagna a incontinenza dell’a- 
no. E’ raro nei bambini, nei quali invece 
é abbastanza frequente il prolasso mucoso. 
Nella vecchiaia compare come manifesta- 
zione di un quadro generale di indeboli- 
mento, che interessa tutte le aperture della 
cavita addominale, e cioé l’esofago, le 
regioni inguinali, l’utero e il retto. In 
molti casi i prolati hanno superato i 60 
anni di eta e rifiutano |’intervento, e per- 
tanto é necessario ricorrere a metodi pit 
semplici per curare questa infermita. II 
metodo conservativo merita di essere co- 
nosciuto perché é sicuro, semplice e per- 
mette di conseguire gli stessi risultati che 
si ottengono con l’intervento chirurgico. 
Esso mira a correggere il rilasciamento 
della muscolatura anale. Vengono illustrati 
due casi nei quali questo metodo consenti 
ai pazienti di riprendere vita, occupazioni 
e funzioni normaili. 


RESUME 


La procidence du rectum doit étre dif- 
férenciée du prolapsus muqueux du rectum. 
Le prolapsus complet du rectum survient 
généralement progressivement, il est as- 
socié habituellement 4 un sphincter anal 
relaché. Son apparition n’est pas fréquen- 
te chez les enfants. Chez les vieillards cet 
état fait partie d’un relachement tissulaire 
général. Citons: l’oesophage, la région in- 
guinale, l’utérus, le rectum etc. Etant don- 
né que dans la plupart des cas les malades 
ont dépassé la soixantaine, ils ne veulent 
pas se soumettre a une opération radicale, 
la méthode conservatrice proposée est in- 
téressante et mérite d’étre mieux connue. 
Elle est illustrée pour le premier cas, ou 
le sphincter anal est relaché. On doit tenir 
compte de la greffe de Thiersch. Dans le 
second cas les exercices continus du sphinc- 
ter ont rendu le controle sphinctérien nor- 
mal. Dans les deux cas le traitement a 
transformé ces malades cruellement af- 
fligis. 
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Every one is familiar with the phenomenon of feeling more or less alive 
on different days. Every one knows on any given day that there are energies 
slumbering in him which the incitements of that day do not call forth, but 
which he might display if these were greater. Most of us feel as if a sort 
of cloud weighed upon us, keeping us below our highest notch of clear- 
ness in discernment, sureness in reasoning, or firmness in deciding. Com- 
pared with what we ought to be, we are only half awake. Our fires are 
damped, our drafts are checked. We are making use of only a small part 
of our possible mental and physical resources. In some persons this sense 
of being cut off from their rightful resources is extreme, and we then 
get the formidable neurasthenic and psychasthenic conditions, with life 
grown into one tissue of impossibilities, that so many medical books de- 


scribe. 


Stating the thing broadly, the human individual thus lives usually far 
within his limits; he possesses powers of various sorts which he habitually 
fails to use. He energizes below his maximum, and he behaves below his 
optimum. In elementary faculty, in co-ordination, in power of inhibition 
and control, in every conceivable way, his life is contracted like the field 





of vision of an hysteric subject 


but with less excuse, for the poor hysteric 


is diseased, while in the rest of us it is only an inveterate habit—the 
habit of inferiority to our full self—that is bad. 

Admit so much, then, and admit also that the charge of being inferior 
to their full self is far truer of some men than of others; then the practical 
question ensues: to what do the better men owe their escape? and, in the 
fluctuations which all men feel in their own degree of energizing, to what 
are the improvements due, when they occur? 

In general terms the answer is plain: 

Either some unusual stimulus fills them with emotional excitement, or 
some unusual idea of necessity induces them to make an extra effort of 
will. Excitements, ideas, and efforts, in a word, are what carry us over 


the dam. 





~—-William James 
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Safeguards in Total Abdominal Hysterectomy 
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of hysterectomy are used in excising 

the uterus. They are classified as 
either total or subtotal and abdominal or 
vaginal, according to the surgical proce- 
dure or approach employed. The method 
is determined by specific indications re- 
lated to the pathologic process and the 
surgical measures involved, and also to the 
personal preference, experience and adept- 
ness of the surgeon. Much has been 
written about the merits and limitations 
of the various methods. The advantages 
of total hysterectomy are becoming more 
apparent, and its increased use is advo- 
cated, provided it can be performed with 
morbidity and mortality rates equal to 
those associated with supravaginal hys- 
terectomy, or lower. However, unless total 
excision is accomplished by a safe method 
designed to prevent injury to important 
adjacent structures (ureter, bladder, rec- 
tum, etc.) and unless the surgeon has a 
thorough understanding of normal and 
pathologic variations in anatomic rela- 
tions, these rates will obviously be higher, 
owing to the more intimate association of 
these important structures in the area of 
necessary dissection about the cervix. The 
Richardson method of conservative ab- 
dominal hysterectomy,' or one of its modi- 
fications,” provides an opportunity for safe 
removal. Additional emphasis and expla- 
nation of some of the facilitating steps 
employed in this excellent procedure, 
especially as they obviate some of the so- 
called dangers and disadvantages, seems 
worth while. The significance of complica- 
tions resulting from injuries in pelvic and 


Sor trate well-standardized methods 
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uterine surgical treatment is well known; 
their frequency is understandably un- 
known, being only rarely reported or dis- 
cussed. 

Repetition is extremely valuable in the 
teaching and practice of surgery. Added 
emphasis on the safeguards and practical 
aspects of surgical technic is also impor- 
tant in obtaining improved results. The 
routine technical steps in various methods 
of hysterectomy, including the Richardson 
method, have been well described and illus- 
trated.* It is our desire to offer further 
illustration and clarification of some of 
the factors and technical points involved 
in the application of the Richardson meth- 
od, as they have aided us in the perform- 
ance of total hysterectomy. 

The abdominal route of hysterectomy 
is a highly popular one. The recent signifi- 
cant medical advancements and high de- 
velopment of surgical skill, with the re- 
sultant safety in surgical procedures, plus 
the demand for, and the added value of, 
simultaneous abdominal exploration and 
indicated correction of associated prob- 
lems, account for this popularity. Although 
the morbidity and mortality rates show 
considerable variation in the literature, 
they are usually reported as very low in 
the carefully studied series from the better 
clinics and hospitals. Yet, because of the 
frequent and variable use of hysterectomy, 
there is need of continued judicious selec- 
tion of method, with employment of safe 
surgical technic to minimize complications. 

The indications for abdominal and vag- 
inal hysterectomy, total or subtotal, will 
be considered here only briefly, and pri- 
marily as related to the technical opera- 
tive aspects. The necessity of excision by 
either the preferred method or an alterna- 
tive method are usually well described in 














discussions of the various abnormalities 
and diseases of the uterus and adnexae. 
In general, each case requires an indi- 
vidual appraisal; many factors must be 
considered in making a decision. The in- 
dications and significant factors are well 
described in many standard textbooks and 
publications.* Vaginal hysterectomy is 
often limited to patients with adequate 
vaginal and pelvic outlets and small or 
moderate-sized uteri, without any com- 
plicating adnexal and pelvic disease, so 
that further abdominal exploration is un- 
necessary. Again, it is often used for pro- 
lapse with cystocele and rectocele, and for 
benign tumors, such as small myomas, the 
“poor risk’ patient with severe metror- 
rhagia, or the elderly or obese patient, 
when hysterectomy is required and ab- 
dominal procedures hazardous, may also 
profit by its use. For the surgeon espe- 
cially adept and experienced in vaginal 
surgery there may be a much wider range 
of listed indications.' 

Abdominal hysterectomy may be the 
preferred method for patients with one of 
the following benign conditions of the 
uterus or adnexae:° 

1. Uterine fibroids requiring removal be- 
cause of size, rapidity of growth, abnormal 
bleeding, pressure effects, or other suffi- 
ciently severe symptoms. 

2. Pelvic inflammatory disease with 
marked and persistent symptoms and dis- 
ability, unresponsive to adequate conserva- 
tive therapy. 

3. Endometriosis, when extensive and 
disabling in spite of hormonal and other 
treatment. 

4. Myometrial hypertrophy and endo- 
metrial hyperplasia, especially if there is 
borderline neoplasia. 

5. Rupture of the uterus. 

6. Certain congenital defects with com- 
plications. 

7. Hydatidiform mole. 

8. Intractable hemorrhage apart from 
new growth and inflammation and unsatis- 
factorily controlled by more conservative 
methods, 

The operation may also be indicated 
as a prophylactic or reparative measure in 
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some situations not involving uterine dis- 
ease, after the uterus has fulfilled its re- 
productive function. 

When hysterectomy is performed for 
malignant disease,® such as carcinoma of 
the ovary or oviducts, sarcoma of the 
uterus, carcinoma in situ, selected Stage 
I and II carcinoma of the cervix, and 
in some cases, far-advanced malignant 
growths with local extension to the rectum, 
bladder, etc., a more radical total hys- 
terectomy, a radical Wertheim panhyster- 
ectomy, or a pelvic exenteration proce- 
dure’? is performed, the choice being by 
the specific disease and the degree of its 
extension, as determined by observations 
on examination and at the time of opera- 
tion. 

Total and Subtotal Hysterectomy.— 
While there are certain indications and 
qualifying factors for each type of hys- 
terectomy, marked variations, both con- 
ceptual and technical exist among sur- 
geons, clinics and hospitals. Formerly 
supravaginal hysterectomy was the usual 
method of choice; recently many surgeons 
and clinics have placed total hysterectomy 
in this position.’ 

Supravaginal hysterectomy is often in- 
dicated in the presence of pathologic in- 
volvement of the paracervical and para- 
metrial tissues. Total removal here may 
be both difficult and dangerous, as is 
exemplified by the ‘frozen pelvis” associ- 
ated with gonorrheal infection or endo- 
metriosis. Too, it may wisely be used when 
hysterectomy is urgently needed; yet the 
operative time must be held to a minimum. 
It is also the operation of choice for the 
surgeon whose experience has been virtu- 
ally confined to subtotal removal, or who 
has limited opportunity for training and 
experience with total hysterectomy. 

Since the introduction of the Richardson 
method? and its modifications,?» conser- 
vative total hysterectomy can be _ per- 
formed almost routinely by a safe, ana- 
tomically and surgically sound method, 
with morbidity and mortality rates as low 
as those obtained with the subtotal method, 
and with the decided advantage of remov- 
ing the cervix and thus obviating the dan- 
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Application of Kocher clamp to cardinal ligament, within the anterior and posterior layers of 
the uterovaginal fascia. Uterine vessels have been previously divided, ligated and allowed to 
retract laterally. Inserts show closure of vaginal vault and reconstruction of supports. 


ger of cervical carcinoma. 

Indications and technical considerations 
connected with the more radical, cancer- 
eradicating, types of panhysterectomy 
with lymph node dissection,!® and of pelvic 
exenteration,’ have been described and il- 
lustrated, with discussions of their present 
known results. These radical methods are 
still complex; the indications are not defi- 
nite, and not enough is known of the quali- 









ty of surgical performance and the effec- 
tiveness of the operation. Nevertheless 
they are very interesting operative ap- 
proaches, showing a recent increase in ap- 
plication and popularity. They have also 
produced some important by-products in 
surgical knowledge and technic, by in- 
creasing the scope of the routine standard 
cancer-eradicating procedures and chal- 
lenging the concepts and attitudes of the 











surgeon and the earlier methods of surgi- 
cal treatment. Time, further experience 
and a careful evaluation will eventually 
yield a just appraisal of the merits of the 
more extensive procedures as applied to 
malignant lesions in the pelvis. 

Important Factors in Total Hysterecto- 
my and Pelvic Procedures.—Some of the 
important factors as they clarify and aid 
in the performance of a modified form of 
the Richardson method of total abdominal 
hysterectomy (as applied in benign uterine 
disease) and pelvic surgery, will be de- 
scribed giving a few generalizations fol- 
lowed by more detailed explanation and il- 
lustration of technic, 

A. Preparation of the Patient: The 
usual preoperative preparation and orders 
are used, including, as indicated, proper 
antibiotic coverage, cleansing douches, and 
correctly typed and matched whole blood. 
In the operating suite, just prior to pelvic 
laparotomy, the vagina and cervix are ade- 
quately cleansed and prepared with Zephi- 
ran, and an indwelling urethral Foley 
catheter is inserted and left open to 
keep the bladder empty during the opera- 
tion. This allows the surgeon a fully ade- 
quate operative field, with maximum visu- 
alization of the pelvic organs and the area 
of intervention. 

The patient is placed in the usual supine 
position, so that the Trendelenburg posi- 
tion may be used after the abdomen has 
been opened. Intratracheal balanced anes- 
thesia is the anesthetic of choice for all 
patients when this position and the pack- 
ing off of the intestines are required to 
obtain the necessary exposure. 

B. Incision, Exposure, and Operative 
Problems: Proper and adequate exposure 
is necessary here as in other sites and 
types of surgical intervention. An opera- 
tion that may be somewhat difficult with 
either a poorly placed or an inadequate 
incision often becomes relatively easy 
when the incision is satisfactory. Equally 
important is the correct packing off of the 
abdominal contents away from the site 
of operation. This affords good visualiza- 
tion and facilitates the surgical procedure. 
The type of incision depends primarily 
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on the preference of the surgeon. A left 


paramedian incision, with the surgeon on 
the left side, if he is right-handed, is 
commonly used. This incision preserves at 
least 1 cm. of width of the medial leaf of 
the anterior and posterior rectus sheaths 
to permit easier and stronger closure of 
the incision later. When the Pfannenstiel 
incision is used it requires additional time 
in opening and closing, with a more limited 
exposure, but it produces a stronger post- 
operative incision and a less discernible 
scar. Whatever incision is utilized, it is 
important that the rectus muscles be split 
vertically in the midline down to the pubis. 
An inch (2.5 cm.) of extra exposure at the 
lower end of the incision is worth two at 
the upper end when one is working deep 
in the pelvis, just as the reverse is true 
of a high abdominal incision when one is 
working high in the epigastrium. Proper 
and adequate exposure of the pathologic 
area, providing the optimal conditions, 
is obviously always more important than 
the type, site and size of the incision. 


Any adhesions of the bowels, omentum, 
etc., are carefully freed either from the 
pelvic structures or from under an old 
abdominal scar, if any is present, before 
the abdominal contents are packed off. 
The abdomen is also quickly examined 
with the exploratory hand to determine 
the presence or absence of any other ab- 
dominal disease. The freeing upward of 
any adhesions by a combination of sharp 
and blunt dissection in safe cleavage lines 
in the lower part of the abdomen and 
pelvis, before the routine steps of the 
hysterectomy are begun, permits better 
visualization of the pelvic organs, ana- 
tomic relations and pathologic processes; 
it aiso permits the surgeon to operate 
closer up in the incision instead of deep 
in the pelvis. As operation performed deep 
in an adherent pelvis is both more difficult 
and more dangerous, because of the in- 
creased liability to injury of important 
associated structures. When there is an 
increased danger of injuring any pos- 
terior structures, such as the ureters, the 
rectum or the great vessels, their positions 
and proximity to the site of the pathologic 
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process should be determined by entering 
the extraperitoneal space, which facili- 
tates any necessary exposure, freeing and 
separation of these structures from the 
diseased area. (The utilization of the ex- 
traperitoneal space for insuring a rapid, 
relatively avascular, and safe plane of dis- 
section in abdominal and other regional 
operations is just beginning to be appre- 
ciated.) It is often helpful to enter this 
space when confronted with the “frozen 
pelvis” associated with gonorrheal infec- 
tion, as well as in some cases of endome- 
triosis, malignant tumor, adherent ovarian 
cysts or tubo-ovarian abscesses. 

When the uterus and its appendages are 
freed of adhesions, the hysterectomy can 
usually be performed with the same rou- 
tine clear-cut steps, almost irrespective of 
the size or nature of the lesion present. 
An understanding of the surgical anatomic 
background, as well as of the technic, 
makes hysterectomy possible with the use 
of a minimum number of correctly placed 
Kocker hemostats, especially if the vas- 
cular pedicles are ligated as the operation 
proceeds. Also, minimal bleeding and 
blood loss will occur if the uterus is held 
taut in the various necessary positions 
during its removal. 

Although the relations of the bladder, 
the rectum, the vascular structures, etc., 
are important in pelvic surgical proce- 
dures and have an increased liability to 
injury in total hysterectomy because of 
their close proximity to the cervix, they 
do not seem to be as vulnerable as are 
the ureters. The seriousness of the com- 
plications resulting from unrecognized 
ureteral injury—renal damage, extravasa- 
tion of urine, peritonitis, ureterovaginal 
fistula—stresses the importance of know- 
ing their positions and the means of their 
protection throughout any major pelvic 
operation. This significance probably war- 
rants some overemphasis, that attention 
may be directed toward preventing in- 
juries and their serious complications. 

The best method of avoiding injury to 
an important vulnerable structure is either 
to stay well away from it or to expose, 
palpate and visualize it, so that its rela- 


303 





NOYES ET AL: SAFEGUARDS IN HYSTERECTOMY 


tive position is known and can be pro- 
tected throughout the operation. Failure 
to observe this simple, self-evident risk 
may make the difference between a poor 
and a successful result. 

The position of the ureter should be 
routinely determined, therefore, in any 
pelvic operation in which the necessary 
surgical procedures might endanger it. It 
should not be “skeletonized” or individ- 
ually isolated and separated from its bed 
if avoidable. If its further visualization and 
dissection are required, the periureteral 
adventitial tissue about it containing its 
blood supply should be carefully preserved. 
This is especially important in the more 
radical cancer operations, such as_ the 
Wertheim type of hysterectomy, combined 
abdominal-perineal resection of the rec- 
tum or partial pelvic exenteration proce- 
dures. 

In total hysterectomy, protection of the 
ureter is especially necessary when one 
applies clamps to the infundibulopelvic 
ligament, the uterine vessels and the base 
of the broad (Cardinal) ligament. (22) 
These areas are the most vulnerable and 
are common sites of injury, the liability to 
injury increasing as the course of the 
ureter converges upon and approximates 
the bladder. However, the Richardson 
method of hysterectomy is specifically de- 
vised to avoid these dangers, and does so 
when it is properly executed—by keeping 
the operation ‘under control’, and avoid- 
ing excessive bleeding and soiling and also 
unnecessary or blind clamping. 

C. Technical Details of the Modified 
Richardson Total Hysterectomy: The rou- 
tine steps of performing total hysterecto- 
my are begun by doubly clamping and 
dividing the round ligaments near the 
uterus. The Kocker clamps on the uterine 
side serve as the tenaculum to hold the 
uterus taut in various necessary positions 
as the operation progresses. The lateral 
portion of the ligament is dissected later- 
ally for a short distance, then tied and 
tagged. This is the key step in opening the 
anterior and posterior leaves of the broad 
ligament and getting into the correct 
plane of cleavage and dissection. With 











tension on the lateral portion of the round 
ligament, the anterior leaf can be quickly 
separated in a relatively avascular cleav- 
age line. The bladder is freed of the cer- 
vix anteriorly by a combination of sharp 
and dull dissection, the pressure of this 
dissection being concentrated on the utero- 
vaginal (‘“‘pubocervical’’) fascia and the 
anterior portion of the cervix in a safe 
line of cleavage. This enables one to avoid 
injuring the bladder and obviates the sub- 
sequent danger of vesicovaginal fistula. 

With the leaves of the broad ligament 
open and separated, the position of the 
ureter is readily palpated or visualized 
deep beneath the posterior leaf of the 
peritoneum. 

The avascular space in the broad liga- 
ment is now easily opened. Clamps ap- 
plied at this site are not placed too close 
to the side of the uterus, because of the 
troublesome bleeding that occurs if the 
uterine arteries are torn here. The in- 
fundibulopelvic ligaments containing the 
ovarian vessels are clamped, divided and 
securely ligated. In cases of benign uterine 
disease the adnexae are usually removed 
if pathologic, while one or both ovaries 
are conserved if the adnexae are normal. 
Adequate blood supply should be carefully 
preserved in an effort to decrease the 
tendency to postoperative atrophy or cyst- 
ic degeneration of the retained ovarian 
tissue. 

After the ureters have been accurately 
located, the uterine vessels are clamped, 
care being taken to protect the ureters as 
the clamps are applied. In cases of benign 
disease these clamps are applied relatively 
high on the uterine vessels, at the level 
of the internal os, which allows an ade- 
quate cuff with ample space for two secure 
ligatures placed well away from the ureter. 
There is no point in either clamping low 
or removing additional parametrial or 
paracervical tissue at this level, except in 
the presence of malignancy. 

Adequate, safe hemostasis is of para- 
mount importance. It is especially impor- 
tant when one is dealing with divided 
vessels or vascular pedicles of sufficient 
size or caliber to produce serious postop- 
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erative hemorrhage if not carefully and 
securely tied. Such vessels as the uter- 
ine, renal, splenic, gastric, pulmonary, 
large peripheral and others are of this 
type. They usually require two individual 
three-knot ties, with a safe margin of cuff 
distal to the ligatures. Ligatures are more 
secure when the pedicle is not held on ten- 
sion when tied. Knots should be laid down 
flat, not as loops; one must be sure they 
“get home’, but the vessel must not be 
cut. There is a definite danger if a large 
thin-walled or sclerotic vessel, is tied too 
close to either a closed or an insufficiently 
opened clamp. The anxiety over postop- 
erative hypotension, an alarming postop- 
erative state of shock, or worse, impresses 
one with the importance of safe hemosta- 
sis. 

The uterus is drawn sharply up over 
the pubis, and the peritoneum and fascia 
on the posterior aspect of the cervix are 
divided transversely just above the utero- 
sacral ligaments, and then separated dis- 
tally by blunt and sharp dissection, with 
avoidance of injury to the rectum (Fig. 3). 
With the detachment of the uterosacral 
ligaments the uterus can be drawn nearer 
up into the incision, which decidedly fa- 
cilitates the operation and eliminates the 
need of working deep in the pelvis. 

With the bladder separated well down 
off the anterior portion of the cervix and 
the uterovagnial fascia—which is a collar- 
like deep layer of the endopelvic fascia— 
this anterior leaf of the uterovaginal 
(“pubocervical”) fascia is divided trans- 
versely at or above the level of the ligated 
uterine vessels. A line of cleavage and 
dissection is developed beneath this fascial 
layer. This now constitutes and delineates 
the plane of the remaining dissection. 
Only the vaginal mucosa and base of the 
broad ligaments, laterally, now hold the 
cervix. With the surgeon’s finger and 
thumb in this cleavage plane, within the 
anterior and posterior layers of the utero- 
vaginal fascia, the lower end of the cervix 
and the remaining lateral tissue (cardinal 
ligaments) are easily palpated. By using 
the fingers te compress the ligament con- 
taining the vascular pedicle laterally. 
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within this line of cleavage, the ligament 
may be safely clamped medially, without 
injury of the ureters and vascular struc- 
tures in this important area (see illustra- 
tion). The pedicle is tied off with a suture 
ligature, as illustrated, and the ligature is 
tagged for later use in tying this ligament 
into the corner sutures used in the vaginal 
closure. 

The vagina is opened, either anteriorly 
or posteriorly, and divided. In cases of 
benign disease one hugs the cervix to pre- 
serve maximum vaginal length. This con- 
trasts with radical hysterectomy for ma- 
lignant disease, in which a wide vaginal 
cuff is removed with the cervix, as well as 
the paracervical and parametrial tissue. 

A Zephiran-soaked sponge is pushed 
down into the vagina, to be removed at 
the completion of the operation. The vagi- 
nal mucosa is closed with a running-lock- 
ing catgut suture; the valut is kept wide 
——not conical, which causes shortening. In 
closing the vagina and reconstructing the 
support of the vaginal vault, several im- 
portant points warrant emphasis. The 
aim is to utilize the supporting detached 
ligaments, securing a closure with strong 
support and yet not injuring any of the 
vital structures that have been protected 
so carefully. All sutures used in the re- 
pair must be placed medial to the two 
tagged pedicles at the corners of the 
vagina (see illustration, inserts). No fur- 
ther dissection of the cardinal ligament 
is indicated or wise, because of the great 
danger of injuring the ureter and the 
uterine vessels. Anchoring of the pedicle 
of the cardinal ligament into the corner 
suture of the vagina, with closure of the 
anterior and posterior leaves of the utero- 
vaginal fascia, reconstructs this important 
support. 

The support is further accomplished by 
placing four or five No. 20 interrupted 
cotton sutures, picking up the uterosacral 
ligament with the posterior leaf of the 
fascia, a portion of the round ligament and 
the anterior leaf of the uterovaginal fas- 
cia, then tying them so that the round 
ligament remains viable, as illustrated. 


The site of operation, together with all 
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ligated pedicles and raw spots is now 
placed in an extraperitoneal position by 
closing the broad ligament peritoneum, 
using a fine atraumatic continuous catgut 
suture and carefully picking up and ap- 
proximating the anterior and posterior 
leaves of the peritoneum, while one avoids 
the inclusion or injury of the ureter lying 
beneath the edge of the posterior leaf. If 
one or both ovaries are preserved they are 
anchored high, not down on the vaginal 
stump, because of the possibility of sub- 
sequent pain if they become adherent to 
the vault of the vagina. This fine-line 
peritonealization, with remaining raw 
areas reduced to a minimum, decreases 
the likelihood of adhesions, which have a 
well-known increased tendency to develop 
after a pelvic operation. 

Before the abdominal incision is closed, 
the instillation of 300,000 units of aqueous 
penicillin and 1 Gm. of streptomycin is 
performed, and the omentum is brought 
down like an apron to lend additional 
protection to the operative site and the 
undersurface of the incision. This also 
decreases the possibility of postoperative 
intestinal obstruction occurring at these 
two common sites. 


The incision is closed without drainage 
with cotton technic and reinforced with a 
few figure-of-eight retention wire sutures 
carried downward and including the an- 
terior rectus sheath. The postoperative 
course is usually notable for its benignity, 
with no more complications than are 
noted after either supravaginal hysterec- 
tomy or any one of many simpler pelvic 
operations. Follow-up examinations have 
shown excellent results, with no evidence 
of vaginal discharge, shortening, dys- 
pareunia or inadequate support. 

In a recently studied series of 80 con- 
secutive hysterectomies performed on the 
senior author’s service during the past two 
and one-half years, there were 77 abdomi- 
nal hysterectomies, all total except 9. Four 
of the total hysterectomies were of the 
radical Wertheim type, used in combina- 
tion with high voltage roentgen therapy, 
for malignant disease. One of the patients 











who underwent a conservative supravagi- 
nal hysterectomy for fibroids returned a 
year later with a positive Papanicolau re- 
action and positive results from biopsy 
of the retained portion of the cervical 
canal, which, however, still appeared 
grossly normal. A very small carcinoma 
in situ was discovered just within the cer- 
vical canal after surgical removal of the 
cervix. 

The indications for hysterectomy in this 
group of patients were: fibroids, 48 per 
cent; pelvic inflammatory disease, 16 per 
cent; endometriosis, 14 per cent; abnor- 
mal positions of the uterus with complicat- 
ing factors, 8 per cent, and miscellaneous 
(including malignant tumors) 14 per cent. 
Benign disease was present in 95 per cent 
and malignant tumors in 5 per cent. To- 
tal hysterectomy was used in 88 per cent, 
and subtotal hysterectomy in 12 per cent. 
Vaginal hysterectomy was performed on 
3 elderly patients with prolapse with ac- 
companying cystocele and rectocele. 

The aforementioned series of hysterec- 
tomies was accomplished without a signif- 
icant postoperative complication and with 
a mortality rate of zero. 


SUMMARY 


The advantages and technic of total ab- 
domina] hysterectomy are presented, with 
illustration and emphasis of certain im- 
portant practical considerations used in 
performing this operation by the modified 
Richardson method. 

Some of the usual general indications 
for hysterectomy, as performed by various 
methods, are listed, with a brief discus- 
sion of total and subtotal hysterectomy. 

Total hysterectomy is the “operation of 
choice” when performed by a safe method. 


Some recommendations and concepts are 
presented that aid in reducing the morbid- 
ity and mortality rates of pelvic surgery. 
A brief review is made of 80 consecutive 
hysterectomies performed during two and 
one-half years. There were no serious 
complications or deaths in this series of 
patients. 
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RESUME 


As vantagens e a técnica da histerec- 
tomia abdominal total sao apresentadas, 
com ilustracdes e mencao de certas con- 
sideracées praticas importantes, usadas na 
realizacéo desta operacaéo pelo método de 
Richardson modificado. 

Sao enumeradas algumas das indicacdées 
gerais, usuais, da histerectomia, realizadas 
de acérdo com varios métodos, com uma 
breve discussao da histerectomia total e 
subtotal. 

A histerectomia total é a “operacao de 
escolha” quando realizada porum método 
seguro. 

Algumas recomendacoes e conceitos que 
auxiliam a reduzir as médias de morbidade 
e mortalidade da cirurgia pélvica, s4o apre- 
sentados. Os autores apresentamuma bre- 
ve revisao de 80 histerectomias consecuti- 
vas realizadas durante os Ultimos dois e 
meio anos. Nao houve complicacées sérias 
ou mortes nesta série de pacientes. 


ZUSAM MENFASSUNG 


Die Technik der totalen abdominellen 
Gebarmutterresektion und die Vorziige 
des Verfahrens werden dargestellt. Ge- 
wisse wichtige praktische Gesichtspunkte, 
die bei Ausfiihrung der Operation nach 
der modifizierten Richardsonschen Metho- 
de eine Rolle spielen, werden erlautert und 
hervorgehoben, 

Eine Reihe der gewdhnlichen allge- 
meinen Indikationen fiir die nach ver- 
schiedenen Methoden ausgefiihrten Ge- 
barmutterresektionen wird mit kurzer Be- 
sprechung der totalen und_ subtotalen 
Hysterektomie aufgezahlt. 

Die totale Bebarmutterresektion ist, 
wenn sie mit Hilfe eines sicheren Ver- 
fahrens vorgenommen wird, die Operation 
der Wahl. 

Es werden Vorschlage und Auffassungen 
unterbreitet, die zur Herabsetzung der 
Morbiditat und Sterblichkeit bie der Chi- 
rurgie des kleinen Beckens_ beitragen 
sollen. Eine Serie von 80 unausgewahlten 
Gebarmutterresektionen, die wihrend der 
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letzten zweieinhalb Jahre ausgefiihrt wur- 
den, wird kurz analysiert. Es kam bei 
dieser Gruppe von Kranken zu keinerlei 
ernsten Komplikationen oder Todesfallen. 


RESUMEN 


Se presentan las ventajas y técnica de 
la histerectomia abdominal total, con ilus- 
traciones y énfasis sobre ciertas considera- 
ciones practicas importantes usadas en el 
desarrollo de esta operaci6n por el método 
modificado de Richardson. 

Algunas de las indicaciones generales 
de la histerectomia realizada por varios 
métodos, son enumeradas, con una breve 
discusi6n sobre histerectomia total y sub- 
total. 

La histerectomia total es la operacion 
de eleccién cuando se realize por un método 
seguro. 


RIASSUNTO 


Viene descritta la tecnica, e i relativi 
vantaggi, dell’isterectomia totale per via 
addominale, secondo il metodo di Richard- 
son modificato. Alcuni punti sono degni 
di interesse. Vengono elencate le indica- 
zioni per l’isterectomia totale e subtotale, 
e i vari metodi. L’isterectomia totale é 
Vintervento di scelta quando eseguita con 
un metodo sicuro, e con gli accorgimenti 
necessari per ridurre la mortalita ope- 
ratoria. Vengono presentati i risultati di 
80 isterectomie eseguite in 2 anni e mezzo, 
senza complicaze né morti operatorie. 


RESUME 


Les auteurs présentent les avantages et 
la méthode de l’hystérectomie abdominale 
totale modifiée de Richardson. Ils enu- 
mérent les indications de l’hystérectomie 
totale et subtotale. Dans cet article l’auteur 
fait quelques recommandations qui aide- 
ront a réduire le taux de la mortalité. II 
passe en revue 80 cas d’hystérectomie con- 
sécutives, pratiquées durant ces 30 derniers 
mois. Il n’a constaté ni complications 
sérieuses, ni décés. 
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A Method of Measuring the Length of the Bones 


GUILLERMO M. PUJADAS, M.D., A.1.C.S. 
SARASOTA, FLORIDA 


occasions arise when it is of great im- 

portance to know the exact length of 
bones. 

For the past thirty years leading ortho- 
pedic surgeons and radiologists have 
studied the subject of bone measurements. 
I have found the descriptions of numerous 
methods and technics many of which 
differed from one another only in minor 
details. None of the methods described 
has achieved popular acceptance. 

Among the most important contribu- 
tions to this subject are the works of H. 
Thomas,! who between 1922 and 1929 re- 
ported four different methods. Although 
his purpose was to measure the actual di- 
ameters of the pelvic inlet, his method was 
also used to measure the length of the long 
bones. First he measured the diameters 
of the pelvis by taking a roentgenogram 
with a pelvimeter placed on the patient. 
The ratio between the actual aperture of the 
pelvimeter and the distance, measured on 
the roentgenogram, gave him a proportion 
from which the different pelvic diameters 
could be calculated.‘ Three years later 
he used a strip of lead with notches 1 
cm, apart placed in the margin of the 
cassette.’» In 1929 he used a narrow strip 
of lead with perforations which were also 
1 cm. apart, being placed this time in the 
center of the cassette.'° Two years later 
he proposed to take a first exposure on 
the patient and then a second exposure 
on a perforated plate of lead in which the 
perforations were placed 1 inch (2.5 cm.) 
apart.14 

These methods were similar to the 
“frame method” used as early as 1899 
by Fabre and Fouchet (cited by Hirsch?), 
in which a frame with borders having 
teeth 1 inch apart was utilized. 


[: present-day orthopedic surgery many 
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Orthodiagrams, taken by moving the 
target along the contour of the bone and 
making a drawing of it on paper or un- 
exposed film, were used in 1920 by Hareth 
and Grunkraut (cited byThomas'4). 

Hickey’ in 1924, Phemister‘ in 1933 and 
Moresh and Denning® in 1939 used tele- 
roentgenographic procedures to measure 
the length of the long bones, using tube- 
film distances of 7 feet, 9 feet 2 inches 
and 5 feet, respectively. 

Merrill® used a board with copper wires 
fastened tightly over pencil lines 1 inch 
(2.5 ecm.) apart and having a second 
board screwed on top of it. In 1937 
Millwee* reported his slit scanographic 
technic, using a slotted diaphragm on a 
tube driven lengthwise by a motor at vari- 
ous speeds. As the tube was moved from 
one end of the table to the other a beam 
of roentgen rays covered the patient. Four 
years before, Watson’ also used a slit 
diaphragm, but instead of irradiating the 
whole length of the bone he exposed a 
small area at each end, the two images 
being recorded in the same film. For more 
accurate measurements he suspended a 
lead shot from the center of the tube. Its 
image in the picture marked the point 
from which the measurements were to be 
taken. 

Gill in 1944 modified the method of 
Millwee by substituting weights and pul- 
leys for the motor that moved the tube, a 
less expensive method. 

Also in 1944, White,® measured the re- 
sults of epiphyseal arrests by using a 
standard tube distance with the feet 
pressing firmly against the footboard of 
the table. The difference in height of the 
femoral heads from the footboard was 
the difference in leg length. 

All these methods failed to achieve popu- 
lar acceptance because they did not fulfill 
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certain essential requirements, as follows: 

1. To determine with “mathematical” 

accuracy the actual length of the long 
bones. 

. To secure a simple method and one 
not requiring special or costly equip- 
ment. 

. To supply an easy means of “stand- 
ardization” comparison of negatives 
taken in different places and by dif- 
ferent technicians. 

4. To secure uniform results. 

With this in mind, I came to the con- 
clusion that these requirements could be 
found in the method of similar triangles 
used by roentgenologists and obstetri- 
cians’® in measuring cephalopelvic dispro- 
portions. It is accurate, as it is based on 
a proved geometric principle. It is simple, 
and the results in each case can be com- 
pared with others taken elsewhere, re- 
gardless of the differences in technics and 
in the position of the tube. 

In reviewing the literature I observed 
that the earliest report of this method was 
presented by Allen?® who, in 1916, used 
the principle of similar triangles to meas- 
ure in roentgen films the actual pelvic 
diameters of pregnant women. 

Triangulation methods were used also 
by Levy and Thumin (cited by Hirsch?). 


Rationale-—Before exposing the film, I 
consider two imaginary triangles formed 
by the roentgen tube in their common 
apex, the length of the bone in the film 
and the actual length of the bone in the 
sides opposite the apex (see illustration) *. 

In these triangles one knows the dis- 
tance BC as it can be measured in the 
film, 

The sides AB and AB’, although not 
exact, for practical purposes can be taken 
as the distance measured from the roent- 
gen tube to a horizontal plane at the level 
of the film (AX) and to the one at the 
level of the bone (AX’). 
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Triangulation method (see text for explana- 
tion). 


One can therefore say: 
AB’ = AX’ = distance from the roent- 
gen tube to the plane of the bone. 
AB = AX = distance from the roent- 
gen tube to the plane of the film. 
BC = length of the bones as measured 
in the film. 
B’C’ = actual length of the bone (un- 
known). 
By geometric reasoning one knows that: 
AB AB 
A’B’—s_— BC 
ie AB’ x BC 
sig AB 


Occasionally, when the patient is extreme- 
ly obese, it may be difficult to determine 
the exact distance from the target to the 
bone to be examined. In such a case it 
may be possible to obtain the exact meas- 
urements by using the method of Macken- 
zie-Davidson for locating areas within the 
human body by moving the roentgen tube 
a certain distance on both sides and tak- 
ing two consecutive exposures in the same 
film, as proposed by Van Allen.! This diffi- 
culty in locating the bone, however, is 
rare. 








“Length of bone = ‘(distance from roentgen ray to bone) x (length of bone in film) 





distance from roentgen tube to film 
309 














Example: 
Distance from roentgen tube to film 
= 100 cm. 
Distance from roentgen tube to bone 
= 90 cm. 
Length of bone in film — 30 cm. 
Actual length of bone aa 


= 27 cm. 


Experience has shown that taking the 
measurements in centimeters makes the 
calculations a great deal easier. 


Technic.—Place the patient under the 
roentgen tube. Measure the distance from 
the target to the film. Measure also the 
distance from the roentgen tube to the 
bone. 

Localization of the bone plane can be 
made by direct palpation in most cases 
or, in very special cases, by the method 
of Mackenzie and Davidson. These fac- 
tors and the measurement of the bone in 
the film are all one needs to calculate the 
exact length of the bone. 

If a cassette large enough to take a 
roentgenogram of the whole bone is not 
available, as may be the case when one is 
dealing with the bone of an adult, the 
distortional enlargement can be minimized 
by increasing the distance from the target 
to the bone. 

To accomplish this, I place the patient 
on a stretcher on the floor and raise the 
target as far as possible. In reviewing the 
literature I have noted that Hickey used 
this same procedure in similar instances. 

The advantages are (1) it is exact; (2) 
it is simple; (3) it provides uniform re- 
sults for comparison, and (4) it enables 
one to avoid the personal factor in reading 
the negatives. 

It is mathematically accurate and exact. 
It merely requires the technician who 
takes the picture to record the distance 
from the roentgen tube to the film and to 
the bone. The radiologist, with this in- 
formation, measures the bone in the film 
and proceeds with the calculations. It 
could be said at first glimpse that the cal- 
culations are too complicated, but the 
same calculations are made every day 
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without difficulty by the roentgenologist 
in measuring the pelvic inlets of pregnant 
women. 

The results will be uniform, since 
they will not be influenced by changing 
distances from the tube to the part to be 
examined. Consequently, the comparison 
of negatives taken in different institutions 
with different technics will be feasible. 
This is of the utmost importance, as the 
method has its greatest use in children; 
families frequently change their addresses, 
or changing age periods cause transfer 
from one institution to another. 

Since the method is based strictly on 
mathematical calculations, the personal 
factor, with its unavoidable margin of 
error in reading the negatives, is complete- 
ly eliminated, and the results registered 
in the clinical history of the patient can 
be compared with later ones despite the 
lapse of time between the two examina- 
tions, 


Indications.—This method is indicated 
in measuring (1) the growth of bones in 
normal and paralyzed extremities or after 
epiphyseal arrest following injury; (2) 
the growth of bones after surgical closure 
of the epiphysis, and (3) the growth of 
bones after epiphysial stimulation. It is 
also useful in the selection of a nail of the 
correct length, eliminating the trial and 
error so frequent in intramedullary fixa- 
tions of fractures. (In cases of fracture, 
the picture should be taken of the opposite 
side to eliminate unnecessary handling of 
the fractured bone). Also, in using a Han- 
son-Street type of nail for femoral fixa- 
tion, it is important to know the diameter 
of the medullary canal in its narrowest 
portion (isthmus). These measurements 
can be easily obtained by the proposed 
method. 


SUMMARY 


1. A method used previously in obstetrics 
and based on an old geometric principle is 
adapted to Orthopedics so that the length 
and growth of the bones can be accurately 
diagnosed. 
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- 2. The technic, advantages and indica- 
tions are outlined. 

3. A review of the literature dealing 
with the subject is presented. 


ZUSAM MENFASSUNG 


Eine auf alten geometrischen Grund- 
sitzen beruhende und friiher in der Ge- 
burtshilfe angewandte Methode wird den 
Anforderungen der Orthopadie zur ge- 
nauen Messung der Lange und des Wachs- 
tums der Knochen angepasst. Die Technik, 
die Vorteile des Verfahrens und seine 
Indikationen werden angegeben. Ferner 
liegt ein Uberblick tiber das einschlagige 
Schrifttum vor. 


RESUMEN 


Un método previamente usado en ob- 
stetricia y basado en un viejo principio 
geométrico se adapta a la ortopedia de 
manera que la longitud crecimiento de los 
huesos puede medirse con exactitud. Se 
delinean la técnica, ventajas e indicaciones. 
Se presenta una revisién de la literatura 
sobre el tema. 


RIASSUNTO 


Si tratta di un metodo basato su un 
vecchio principio geometrico, e usato da 
tempo in ostetricia. Vengono descritte 
tecnica, vantaggi e applicazioni di esso in 
ortopedia. 


SUMARIO 


Um método usado préviamente em ob- 
stetricia e baseado num antigo principio 
geométrico é adaptado a4 ortopedia de 
maneira que o comprimento e o cresci- 
mento dos ossos possam ser exatamente 
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medidos. A técnica, vantagens e indicacdes 
sao esbocadas. Uma revisao da literatura 
sobre o assunto é apresentada. 


RESUME 


Une méthode utilisée auparavant en ob- 
stétrique et basée sur un vieux principe de 
géométrie est appliquée a l’orthopédie pour 
mesurer la longueur et la grosseur exactes 
des os. L’auteur en indique la technique, 
les avantages, les indications et présente 
une revue de la littérature sur ce sujet. 
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Solo Technic in Ophthalmic Surgery 
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SURAT, INDIA 


aesthetically perfect operation, and 

also the one that provides the most 
gratifying result all around, is the extrac- 
tion of a lens from the human eye. Many 
and varied have been the writings on 
this absorbing subject since the days of 
Susruta', and much aqueous has flowed in 
human eyes since the first lens was ex- 
tracted by Jacques Daviel at some time 
in the first half of the eighteenth century. 
To dwell upon the subject of modern tech- 
nic in the surgical treatment of cataract 
would be mainly a repetition of well-known 
facts. Satiation is yet far off, however, 
and it is almost impossible to check the 
desire to offer one’s mite! 

In India, as perhaps nowhere else, cata- 
ract operations are performed with a gusto 
and abundance till fantastic figures of 
100,000 and over have been reached by 
individuals to whom ophthalmologic sur- 
gery means nothing more than cataract 
extractions. This is true for some. The 
ophthalmologic world, however, wonders 
about this mass surgery and has almost 
come to believe that an average Indian 
ophthalmologist begins his day with a pos- 
sible 100 cataract operations before break- 
fast! This, however, is only imagination 
run wild. India is such a vast and heavily 
populated country and the specialists com- 
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paratively so few that the quota of eye 
patients coming to each ophthalmologist 
was remarkable. Nowadays, owing to or- 
ganized ambulant eye camps, mobile oph- 
thalmic units, the opening of new hospitals 
and the training of more specialists, this 
remarkable individual quota is fast dwin- 
dling. 

To observe an ophthalmic surgeon in 
any of the hospitals or private clinics in 
India nothwithstanding the heavy sched- 
ule of work, one is impressed with the 
meticulous details of modern surgical skill 
and equipment at the command of the sur- 
geon. 

When I started in ophthalmic practice 
some thirteen years back, I had my new 
Graefe knife and iris scissors. I got the 
rest of the instruments at second hand. 
But there was one second hand I did not 
get—an assistant to help me in my opera- 
tions. The fact is, I could not afford one 
then. So I started doing my operations 
alone and have never regretted the fact. 
At first, when I finally got an hospital as- 
signment and was entitled to an assistant, 
I thought it luxury; but in a very short 
time I decided that self-help was best and 
that the well-meaning and respectful per- 
son at my elbow was supernumerary and 
(I am sorry to say it) a distraction. Since 
then I have asked for an assistant only 
when doing an orbitotomy or an extentera- 
tion. I do not know whether there are 
any other surgeons of my opinion, but I 
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do know that almost all whom I know and 
have seen operating at home and abroad, 
in Europe and the United States—invari- 
ably have assistants to help them. I do 
not doubt the advantages of a good assist- 
ant, but one knows that even the widened 
palpabral fissure can hardly accommodate 
ten fingers. Then there is the risk that 
the other chap’s attention may wander, 
perhaps right in the midst of a critical 
stage of the operation thinking possibly 
of his “dates” or something else irrelevant 
and inadvertently causing the vitreous to 
pop out by unconscious pressure with his 
thumb or finger upon the open eye of the 
patient. One must, however, make allow- 
ances for him, since all the monotony of 
the watching is on him day in and day out. 

Not because I can not afford to have 
one now, not because I treat the role of 
an assistant lightly, and not because I 
have any phobia with regard to assistants, 
I operate solo. But because I have learned 
the technic and secret of being a surgeon 
and his assistant at one and the same time, 
and prefer it so, because I feel that if any- 
thing should go wrong I alone would be 
to blame and need not curse my patient or 
the assistant, and because I know that the 
less meddling and fussing that takes place 
near or in the eye the better for the organ, 
I operate solo. With due respect to assist- 
ants and without offense to any, I am con- 
vinced that an ophthalmic surgeon does 
not need an assistant in any intraocular 
or extraocular surgical procedure except 
an orbitotomy, an exenteration, or per- 
haps in extensive separation of the retina. 

I shall now describe in some detail my 
solo technic for an intraocular opera- 
tion, namely, a lens extraction that in- 
cludes a modified conjunctivosclerocorneal 
suture and its postoperative removal. The 
whole operation, from beginning to end, 
is performed without the aid of any as- 
sistant. 

The patient is admitted one day prior 
to the day of operation. The routine lab- 
oratory investigations are carried out as 
usual. I do not take culture swabs from 
the conjunctival sac. The lacrimal appa- 
ratus is not interfered with in the absence 
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of regurgitation on pressure upon the 
lacrymal sac. The eyelashes are clipped, 
and drops of 4 per cent mercurochrome 
solution are instilled in both eyes, followed 
by application of 1 per cent aureomycin 
ointment. The eye to be operated upon is 
padded and bandaged. This treatment is 
repeated every six hours. If the bowels 
have been regular, I do not believe in up- 
setting them with either an enema or a 
purge. Seconal sodium, 1% gr., is given 
at night. I need not dilate upon the rou- 
tine general checkups and treatment of 
any abnormality observed in any system, 
as this is done conventionally everywhere. 
Penicillin is given only when indicated. 
Next morning the patient’s face is washed 
with warm water and soap. One per cent 
atropine sulfate solution, in drops, is put 
into the eye to be operated on before it 
is anesthetised with 1 per cent pantocaine 
with epinephrine. Seconal sodium, 1% gr., 
is again given half an hour before the 
operation. 

The conjunctival sac is irrigated with 
sterile water at room temperature, after 
instillation of drops of 20 per cent solu- 
tion of argyrol in the eye. The whole face 
is then scrubbed thoroughly with gauze 
swabs wrung out of petrol,? until the last 
swab is free from dirt and grease. The 
hair line from ear -to ear and over the 
forehead is dabbed with tincture of ben- 
zoin co., or with flex. collodium, to fix 
the loose strands of hair, preventing them 
from straggling into the field of operation. 
All this is done by a nurse. The surgeon, 
after thoroughly scrubbing his hands with 
soap and water, dries them on a sterile 
towel and then rubs briskly his forearms 
and hands, from elbows to fingertips and 
between the webs, with a 4 x 4 gauze piece 
dripping with petrol and then dries them. 
I do not use gloves. The patient’s head 
is then draped in the following manner 
step by step. 

The patient is asked to lift his head 
from the table, and a sterile towel is 
spread under it. Then a square towel is 
folded diagonally into a triangle; the hy- 
potenuse is caught at both ends, and the 
edge is placed over the forehead, covering 














the eyebrows. The ends are brought one 
by one under the head, partially covering 
the ears, the right end coming over to the 
left side, and the other vice versa. The 
third middle end is tucked simultaneously 
under the head. The whole towel is thus 
kept tight and in place by the weight of 
the head. 


Facial block by O’Brien’s method is giv- 
en, being induced with 10 cc. of 2 per cent 
procaine hydrochloride solution to which 
have been added 100 TRU of Hyalase, (a 
brand of hyaluronidase) and 2 drops of 
epinephrine in 1:1,000 solution. Then an- 
other sterile towel is spread over the chest, 
the upper edge covering the upper lips and 
keeping the nostrils at the same time well 
ventilated, and the ends covering the lower 
half of the ears. One towel clip is applied 
at either side, fixing the two towels to- 
gether. A retrobulbar injection is given 
from the inferotemporal angle of the or- 
bit through the skin, using 2 cc. of 4 
per cent procaine hydrochloride solution 
to which have been added 2 drops of 
epinephrine chloride solution, 1:1,000, and 
100 TRU of hyaluronidase. A 2 by 2 piece 
of gauze wet with physiologic solution of 
sodium chloride is placed over the closed 
good eye. Then another towel, with a 
square or rectangular hole, is placed over 
the head, exposing the ipsilateral side of 
the nose and the eye to be operated upon. 
A superior rectus bridle suture is applied 
and a speculum inserted, after which the 
superior rectus suture is clamped to the 
head towels with a hemostat, after the 
eye has been bruught down as far as pos- 
sible by manipulating the superior rectus 
suture. The conjunctiva is then wiped 
clean with a cotton swab which has been 
made up into a thin spindle with two 
tapering ends and wrung out of physio- 
logic solution of sodium chloride. An 
external canthotomy is done in nearly 
all cases. A semicircular limbus-based 
conjunctival flap 3 mm. wide is pre- 
pared and reflected over the cornea, which 
is wet every few seconds with drops of 
the saline solution. The upper part of the 
cut conjunctiva recedes upward toward 
the superior rectus, owing to the pull of 
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the bridle suture. The limbus is then freed 
of the conjunctival and subconjunctival 
tissues to the very edge of the cornea, all 
around the upper half, from the under 
side of the limbus-based flap, with a Bard- 
Parker No. 15 knife blade. I use a new 
blade for each operation. Then the cornea 
is split at the 12 o’clock position into an- 
terior and posterior layers, to about 1 mm. 
This may be called making a groove for 
the McLean suture. All the bleeding points 
are sealed with a Wordsworth cautery 
heated over a spirit lamp. To save time, 
two such cauteries are used. The nurse 
heats one held with a sterile instrument 
forceps and hands it to the surgeon when 
ready, and he uses it while the other is 
being heated. (It is not to be inferred 
that the nurse in any way is assisting ac- 
tively in the actual operation !) 

The next step is to insert a preplaced 
suture, which is a modified McLean one. 
This I shall describe a little more fully, 
because it is included in my “mite” along 
with the solo surgical technique. I use 
exclusively a 7 mm. rustproof Grieshaber 
corneal needle and 6/0 surgical black silk 
with either a Stallard or a Kalt needle 
holder. The needle is passed through the 
upper border of the cut conjunctiva ex- 
actly opposite the position of the split 
cornea. The needle then is passed through 
the sclera at the limbus, at the site of 
the split, and brought out, and then passed 
through the anterior lip of the split cornea. 
The loop of silk is picked up with a Gries- 
haber corneal suture forceps or an iris 
hook and laid aside on the temporal side. 
Another needle is threaded with the su- 
ture thread that remains over the upper 
cut conjunctiva, 

At this point one might need an as- 
sistant to fix the eyeball for placing the 
suture, but I have with me, already, not 
one but four assistants, infallible, unob- 
trusive, reliable and faithful to the last. 
They are: (1) hyaluronidase; (2) retro- 
bulbar injection which has paralyzed the 
extraocular muscles and inactivated the 
ciliary ganglion; (3) a superior rectus 
suture, and (4) my fingers. These have 
never let me down yet. The technic of the 
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retrobulbar injection must be perfect or 
else one is stranded sometimes in the 
middle of the operation, especially when 
the eyeball has been opened. It is pos- 
sible that there still may remain some 
motility of the bulbus after the retro- 
bulbar injection. Then, if one feels the 
need of absolute immobility, another in- 
jection with the same amount and con- 
stituents of the same solution may be 
given through the conjunctiva at the infer- 
temporal corner of the orbital base, with- 
out any harm whatsoever and with full 
benefit. As for the use of Hyalase (hyalu- 
ronidase) and the retrobulbar injection 
technic, I would refer to a former publi- 
cation.® The eyeball, I must emphasize, is 
totally immobile after the first retrobulbar 
injection in 99 cases out of 100. The 
superior rectus suture keeps the eye down 
in a most convenient position, and there 
is absolutely no need for fixation of the 
eyeball during the placing of the suture. 
The sharp needle passes through the sclera 
and cornea most easily, almost too easily. 
Proper alignment of the scleral edge and 
the corneal section is obtained by holding 
the anterior lip of the split cornea with 
a straight conjunctival forceps or with 
Grieshaber’s corneal forceps when one is 
passing the needle through the cornea. 

Next, a keratome is passed into the an- 
terior chamber from the 10 o’clock posi- 
tion, whether the right eye or the left is 
operated upon. Here, fixation of the eye- 
ball is done with the left hand, with a fixa- 
tion forceps at the 6 o’clock position. I 
use a Lister’s conjunctival sutures forceps 
for the purpose. After the chamber has 
been entered, the keratome is withdrawn 
very slowly and the corneal incision en- 
larged with corneal scissors or Westcott 
scissors. I usually enlarge it to a little 
more than half the circumference of the 
cornea. The manipulation can be adjusted 
to satisfaction and with ease by using a 
plain conjunctival forceps, which holds 
the cut conjunctival flap and guides the 
scissors. 

As the scissors come near the site of 
the preplaced suture, the forceps in the 
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left hand picks up the thread, together 
with the anterior lip of the split cornea, 
and retracts it aside while the scissors cut 
the limbus at that place, This totally pre- 
vents accidental severing of the preplaced 
suture during the corneal section. A 
peripheral buttonhole iridectomy is per- 
formed at the 12 o’clock position. Here 
also no fixation by an assistant is neces- 
sary. The eyeball is immobile and one 
must lose the fear of any movement of 
the eye which might result in a total tear- 
ing out of the iris. Any bleeding that 
might occur after the iridectomy can be 
washed off and checked by an irrigation 
with a Dougherty’s blue glass-tipped can- 
nula attached to a rubber bulb containing 
physiologic solution of sodium chloride, to 
which may be added a few drops of epi- 
nephrine chloride in 1:1,000 solution. 

The suspensory ligaments are then 
broken by the tip of a tenotomy hook 
applied over the lower are of the cornea. 
It is important to note that the tip must 
traverse to and fro on the cornea itself, 
and its excursions are limited up to the 
limbus. The amount of pressure exerted 
by and through the tip of the hook can 
never be satisfactorily assessed. That 
sense is an integral part of the experi- 
ence of the surgeon, and he is the sole 
judge of its application. This pressure, 
which is exerted in such a way that the 
lens is pushed a little upward, is given 
support by the superior rectus suture, 
which pulls the eye downwards with a 
constant and uniform pull. It is a notable 
fact that the dilated pupil contracts as 
soon as the aqueous drains out after a 
corneal section, in spite of the previous 
atropine and epinephrine instillations and 
the retrobulbar‘ injection. The tip of the 
hook, therefore, is manipulated in such a 
way that it begins its excursions on the 
corneal surface from above downward 
from several points on the lower margin 
of the pupil, thus dilating it as the tip 
goes downward towards the limbus. This 
makes the paralyzed sphincter more 
stretchable during the subsequent delivery 
of the lens. 











The superior rectus suture clamp is re- 
leased at this stage and the eye speculum 
removed, after which the former is re- 
clamped at the original site, with care not 
to stretch the silk thread. The upper lid 
is adequately retracted. The lower lid 
usually comes up to the level of the lower 
limbus after removal of the eyelid specu- 
lum, Removal of the latter takes away the 
additional or, to be exact, the only pres- 
sure on the eyeball. As a matter of fact 
in almost all cases, on removal of the 
speculum a central dimpling of the cornea 
is observed, due to collapse of the anterior 
chamber and the negative pressure created 
by the retrobulbar injection and hyalu- 
ronidase.® The anterior chamber may be 
restored by injecting saline solution into 
it through the irrigator. 

Now it is the surgeon’s choice to use 
either a capsule forceps or an erisiphake. 
I use the latter when the lens is in a 
hypermature cataractous stage or is in- 
tumescent with a tightly stretched capsule. 
The conjunctival flap is caught at the 12 
o’clock position with a straight conjuncti- 
val forceps and lifted up, the cornea being 
lifted to allow the erisiphake to be intro- 
duced into the chamber. The erisiphake 
is then placed on the lens through the 
pupil, as low as possible. The same is 
done when a forceps is used. I use a Bell 
erisiphake and an Arruga capsule forceps. 
The chief trick is to catch the capsule at 
the 6 o’clock position as low as possible 
and lift the lower pole up and then gently 
break the few remaining zonular fibers by 
counterpressure with the straight conjunc- 
tival forceps on the cornea, not on the 
limbus or the sclera. This forceps is held 
in the left hand between the thumb and 
the index finger, supported by the middle 
finger, while the ring finger of the same 
hand pulls the lower lid down by applying 
a pull on the inferior orbital rim. The 
lens simply comes up easily rotating as it 
does on the hyaloid face of the vitreous 
with a central fulcrum. It is as easily 
lifted up and coaxed out. This prevents 
any rupture of the hyaloid face of the 
vitreous, which, as a matter of fact, owing 
to the negative pressure in the vitreous, 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 





SEPTEMBER, 1954 





can be seen at a much lower level than 
usual behind the plane of the iris, after 
the delivery of the lens, when illuminated 
obliquely. (Here, as the patient is lying 
supine, the iris plane instead of being 
considered anterior, is superior.) The 
whole lens is thus delivered intact intra- 
capsularly, with a round pupil. There is 
no hurry® or flurry to close the wound, 
since nothing extraordinary is going to 
happen, The using of the special Castro- 
viejo knot’ in the central preplaced suture 
would seem superfluous. The eye is quiet 
and immobile; the patient is snoring 
peacefully under the barbiturate, and the 
orbicularis is fully paralyzed. The iris is 
gently reposited and the pupil brought into 
the center from all sides. Since a sort of 
concavity is produced by the absence of 
the lens and the low intraocular pressure, 
I find the pupil repositor of Dastoor® in- 
valuable. The two prongs of the narrow 
spatula really replace the pupil and the 
iris remarkably well in the position de- 
sired. 

The limbal flap of the conjunctiva is 
then cut vertically exactly over the suture 
at the 12 o’clock position, up to the limbus, 
and thus two separate segments of the 
limbal conjunctival flap are produced. The 
conjunctivosclerocorneal suture is then 
tied with a surgeon’s knot. The superior 
rectus suture clamp here must be momen- 
tarily released to allow the conjunctiva 
from the upper fornix to come down in 
apposition near the limbus. Actually the 
upper conjunctiva is brought down, by 
the tightening of the suture to the cornea, 
as a triangle. It fits exactly and accurately 
in the triangular gap produced by the ver- 
tical section of the limbal conjunctival flap 
at the 12 o’clock position. The knot is 
then tied. The two ends of the tied suture 
now have each a needle. With each of 
them the conjunctiva is sutured with a 
running stitch on either side of the central 
conjunctivosclerocorneal suture. 

It should be mentioned that, as soon as 
the lens has been delivered, the cornea is 
wet with a drop of 4 per cent pilocarpine 
solution! instead of with saline. On an 
average these drops are instilled three 
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times after the lens delivery and before 
the completion of the operation. The pa- 
tient leaves the table with a small pupil. 


With the irrigator now emptied of all 
solution, an air bubble is introduced into 
the anterior chamber with the glass-tipped 
cannula. The external canthotomy is re- 
paired, The superior rectus suture is cut, 
and aureomycin ointment is applied on the 
upper lid border, which is lifted up with 
a forceps and gently reposited over the 
eyeball. The ointment serves the double 
purpose of supplying a potent antibiotic 
and temporarily gluing the upper and 
lower lids together till the orbicularis func- 
tions again. The advantage of the ciliary 
block is evident from the loss of sensa- 
tion in the skin of the eyelids. The can- 
thotomy and its repair need no additional 
anesthesia. Sterile pads are put over both 
eyes, and a metal eyeshield is placed over 
the pad on the surgically treated eye. A 
double eye bandage is applied, and a wire 
gauze guard is applied over the bandage 
for additional safety. 


It is not necessary to describe the post- 
operative dressings and treatment. The 
sutures are normally removed on the 
eleventh postoperative day, when the eye 
is anesthetized with drops of 1 per cent 
pantocaine. The patient sits comfortably 
in a chair or lies supine on a table, with 
the head tilted well back. The surgeon 
stands facing the patient, with a good 
diffused light falling on the eye of the 
latter. With a straight plain conjunctival 
forceps held with the left thumb and the 
index and middle fingers he gently lifts up 
the central conjunctivosclerocorneal su- 
ture. The left ring finger retracts the 
upper eyelid. The patient looks down. 
Next, with a slightly curved and very 
fine-pointed scissors, the suture is cut over 
the cornea; then the forceps in the left 
hand lifts up the cut suture with a slight 
pull, which draws up the conjunctival 
running sutures from around both sides 
of the cornea. The ease with which the 
sutures can be removed with one snip of 
the scissors is noteworthy. Here also there 
is no need for an assistant. 
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I have given this cataract extraction 
technic in some detail, underlining, as it 
were, the unfailing reliability of hyaluron- 
idase, retrobulbar injection, facial block 
and the surgeon’s fingers, which can be 
trained to do the exact work of the sur- 
geon himself and that of his assistant at 
the precise and required moment. I have 
explained my solo surgical technic through 
a lens extraction operation, but, believe 
me, it is not the only operation that can 
be done solo; all the other intraocular and 
extraocular operations can be easily and 
safely performed in the same manner. 
Whenever tissue forceps are applied in 
plastic repair or hemostats carrying cer- 
tain traction sutures are used, they can 
be easily, and without altering the original 
position, held in constant place by using 
towel clips attaching them through the 
fingerholes of the tissue forceps or the 
hemostats, to appropriate drapings around 
the field of operation. 


Time? It does take a little longer than 
when an assistant is present. But what 
are a few minutes more when such a 
delicate organ is being manipulated? The 
comparative ease and freedom, the latitude 
to arrange everything in one’s own fashion 
and to one’s own liking without any an- 
noying disturbance or presence in the op- 
erative field, is worth far more than the 
ordinary advantage of extra help, which 
at the best, though well meant and con- 
scientious, is after all heterogenous, inco- 
ordinate and comparatively slow, because 
two different brains are issuing orders. 


I am fully conscious of my vulnerable 
position and of the avalanche of criticism 
that is certain to descend upon my solo 
surgical technic. Whatever may be the 
consensus among experts and veterans, 
however, I am fully satisfied with it and 
so have been, and are, my patients. My 
only plea is that the skeptic will try out 
this method in a certain number of cases, 
and then pass his verdict. This method 
will appeal especially to those surgeons 
who are stationed in inaccessible places 














where the luxury of a trained assistant is 
miles away. Perhaps this may answer 
Rothberg’s question® of an assistant in 
ophthalmic surgery. It may also appeal 
to those starting in their careers who 
must take the budget seriously into ac- 
count. 


SUMMARY 


A technic of ophthalmic surgery with- 
out an assistant’s help is described. The 
details of an intra-ocular operation, a lens 
extraction, and the author’s personal tech- 
nic are given to illustrate the new method. 
A new modified conjunctivosclerocorneal 
suture is described, together with the 
method of its postoperative removal. 

The author stresses his opinion that all 
intraocular and extraocular operations 
should be done by the surgeon without the 
help of an assistant except perhaps in 
cases of an orbitotomy, an exenteration 
or a time-consuming retinopexy. The ad- 
vantages of this solo technic and the dis- 
advantages of using an assistant in eye 
operations are mentioned. 


RIASSUNTO 


Viene descritta la tecnica per la chirur- 
gia oculare senza assistenza, con i dettagli 
per un nuovo tipo di intervento intra- 
oculare di estrazione del cristallino. Viene 
descritta inoltre una tecnica di sutura con- 
giuntiva-sclero-corneale. L’autore é d’av- 
viso che tutti gli interventi nell’occhio si 
possano fare senza aiuto, tranne la orbito- 
tomie, l’exanterazio e la retinopessi, con 
grande vantaggio. 


RESUMEN 


Se describe una técnica de cirugia oftal- 
mica sin la ayuda de un ayudante. Para 
ilustrar el nuevo método y la técnica per- 
sonal del autor se dan los detalles de una 
operacién intraocular, la extraccién del 
cristalino. Se describe una nueva sutura 
conjuntivoesclerocorneal, junto con el mé- 
todo de su remocién postoperatoria. 
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E] autor hace notar que todas las opera- 
ciones intra y entraoculares deben hacerse 
por el cirujano sin ayudante, exceptuando 
quizas la orbitotomia, la exenteracién y 
la retinopexia. Se mencionan las ventajas 
de esta técnica y las desventajas de un 
ayudante en las operaciones oculares. 


ZUSAM MENFASSUNG 


Es wird eine augenchirurgische Tech- 
nik, die keine Hilfe eines Assistenten er- 
fordert, beschrieben. Zur Erlauterung die- 
ser neuen Method wird ein intraokularer 
Eingriff, namlich eine Linsenextraktion, 
und die personliche Technik des Verfassers 
im einzelnen geschildert. Ferner wird eine 
neue modifizierte konjunktivosklerokorne- 
ale Naht und das Verfahren ihrer post- 
operativen Entfernung beschrieben. 

Der Verfasser betont, dass alle intra- 
und extraokulare Operationen vom Chirur- 
gen allein ohne Assistentenhilfe ausgefiihrt 
werden sollten mit Ausnahme vielleicht 
von Fallen, wo eine Orbitotomie, eine 
Ausraumung des Augapfels oder eine zei- 
traubende Netzhautfixierung in Frage 
kommt. Die Vorteile dieser Einzeltechnik 
und die mit dem Hinzutreten eines As- 
sistenten verbundenen Nachteile bei Au- 
genoperationen werden erwiahnt. 


RESUME 


Description d’une technique de chirurgie 
ophtalmique sans assistant. La nouvelle 
méthode est illustrée par les détails d’une 
opération intra-oculaire, par la description 
d’une extraction du cristallin et par la 
technique personnelle de l’auteur. I] décrit 
une suture conjonctivo-scléro-cornéenne 
modifiée e indique la méthode de sa sup- 
pression. 

L’auteur isiste sur le fait que toutes les 
opérations intra-et extra-oulaires devraient 
étre faites sans l’aide d’un assistant, sauf 
peut-étre en cas d’orbitotomie, d’éviscéra- 
tion ou decétinopexie. I] mentionne les 
avantages de cette technique sans assist- 
ant, et les désavantages de l’opération avec 
assistant. 
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There is no tyranny so hateful as a vulgar and anonymous tyranny. It 
is all-permeating, all thwarting; it blasts every budding novelty and sprig 
of genius with its omnipresent and fierce stupidity. Such a headless people 
has the mind of a worm and the claws of a dragon. Anyone would be a 


hero who should quell the monster 


Society is like the air, necessary to breathe, but insufficient to live on. 


Why should not things be largely absurd, futile and transitory? They 
are so, and we are so, and they and we go very well together. 
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An Evaluation of the Surgical Apptoach to 
the Duodenal Ulcer Problem 


Y evaluation of the surgical ap- 
M proach to the care of duodenal 

ulcer is just another man’s opinion 
on a perplexing problem. 

In my own judgment, which is borne 
out by most of the literature I have re- 
viewed, partial gastric resection embrac- 
ing three-fourths of the stomach tissue 
and, if possible, the duodenal ulcer itself 
is still the operation that provides the 
greatest amount of relief in the majority 
of cases. 

There are so many variable factors in 
the problem of duodenal ulcer that one 
should hesitate to make a didactic state- 
ment as to the “best” operation. Each case 
should be evaluated individually. There- 
fore, I use the term “majority” in the fore- 
going conclusion. 

There is no “best” operation for this 
disease, which, after all, is physiopatho- 
logic and is not actually a surgical disease. 
Surgeons operate for the complications of 
ulcer and not the ulcer itself. 

The physician who advises a patient 
with ulcer to seek surgical cure of his com- 
plication should be sure that the patient 
understands that he is to lose a portion of 
his intestinal tract and not to have a new 
one installed with a guarantee that it will 
be trouble-proof. The patient’s personal- 
ity pattern and his ability to accept cer- 
tain restrictions have much to do with his 
response to the surgical procedure. In- 
deed, this element has much to do with 
response to surgical treatment whether 
the stomach is concerned or not. I call it 
the quality of adaptability to circumstance. 
It makes either “good” or “bad” patients, 





whether treatment is medical or surgical. 

Sex, age and even the country of birth 
of the patient influence the course of treat- 
ment. 

Heredity must be another factor in the 
rate of recurrence following any proce- 
dure for cure of ulcer. Bauer and Aschner! 
reported that peptic ulcer is four times as 
common in the families of ulcer patients 
as in control families. These patients, 
then, because of predisposing biologic in- 
feriority of the stomach and duodenum 
inherited as a Mendelian recessive char- 
acteristic, would logically show a higher 
percentage of poor results. 

In my own experience the economic 
status of the patient seems to influence the 
type of complication. Among patients at 
the Kansas City General Hospital free 
perforation of the duodenal ulcer is by far 
more common than among those in my 
private practice, in whom bleeding and 
posterior penetration seem to be the most 
frequent complications. Certainly psychic 
factors can have little to do with this, but 
the private patient has probably had bet- 
ter medical and nutritional care, and his 
ulcer has progressed more slowly. 

Neurohumeral and psychic factors play 
a large part in peptic ulcer in human be- 
ings, and surgeons often minimize these 
factors. Each patient with duodenal ulcer 
presented for surgical intervention, par- 
ticularly those with “intractable pain,” 
should be studied for these factors, and 
previous efforts to control the symptoms 





1. Bauer, S., and Aschner, B.: Peptic Ulcer, 
Am. Gastroenterol. Soc. (Sandweiss) 1951, p. 146. 
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should be subjected to careful evaluation. 
Surgeons pay too little attention to these 
factors in the preoperative and postopera- 
tive care of patients. To offer surgical 
measures as a cure to a patient who has 
been careless in or resentful of the proper 
medical regimen for his ulcer is certain to 
increase the surgeon’s percentage of poor 
results. 

The mortality rate following various 
surgical procedures depends on the skill 
of the surgeon, and morbidity figures also 
depend in large part on this technical skill, 
but the final classification of a result as 
good, fair or poor depends also on psycho- 
genic factors and how they are handled by 
the surgeon, the attending physician and 
the patient. 

Sandweiss,? Cotui and others have 
stated that the incidence of peptic ulcer is 
low among psychotic persons, and it is 
also known that a large percentage of these 
have hypochlorhydria and considerable 
tolerance to histamine. (Electroconvulsive 
shock and insulin shock therapy increase 
release of histamine in the patient.) There 
is proof that adrenocortical hormones are 
antagonistic to histamine, so that it may 
be reasonable to assume that overactivity 
of adrenocorticoids may cause a psychotic 
disorder such as schizophrenia, a decrease 
in the release of histamine and resultant 
hypochlorhydria. Underactivity of adren- 
ocorticoids may cause psychosomatic dis- 
orders, an increase in the release of his- 
tamine and resultant hyperchlorhydria 
and duodenal ulcer. The implication is, of 
course, that to escape ulcer it is not neces- 
sary to be psychotic but that it helps! 

Peptic ulcer is often associated with 
hyperthyroidism. This is a clinical fact 
that the elder Crile* noted in 1932, when 
he stated that the background of peptic 
ulcer and test of hyperthyroidism are iden- 
tical. Later, he stated that peptic ulcer 
was a “kinetic disease” due to physiologic 
disease of the “energy system,” and of- 
fered bilateral adrenal denervation as a 


2. Sandweiss, D. J., and Sugarman, M. H.: 
Symposium on Peptic Ulcer, Rev. Gastroenterol. 
Assoc. 1951, p. 406. 19:271-285 (April) 1952. 

3. Crile, G. W.: The Kinetic System and its 
Control. South. Surgeon. 1:157, 1932. 
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cure for peptic ulcer. Complete denerva- 
tion of the adrenal glands has since been 
proved anatomically infeasible. 

The common background of stress and 
strain in duodenal ulcer, hyperthyroidism 
and adrenal dysfunction is now well recog- 
nized. Also, the exacerbations of some 
diseases of the collagen, such as rheu- 
matoid arthritis, allergies and even certain 
diseases of the skin, are influenced by 
stress and strain and aggravated by the 
alarm reaction of Selye.® 


In certain persons, the gastrointestinal 
tract is extremely sensitive to stress and 
strain. During the alarm reaction, the 
predominantly adrenergic stimulation with 
contraction of the gastrointestinal vessels 
and muscles is well known. It may cause 
acute ulcer and often causes diarrhea, con- 
stipation, nausea and vomiting. The sus- 
ceptibility and the extent of reaction to 
these stimuli depend in great part on the 
type of nervous system the person in- 
herited from his forebears. 

Cortisone and ACTH are not the answer 
to the problem of therapy. Cortisone, 
which has been reported by some authors 
to relieve the symptoms of ulcer, also 
causes atrophy of the adrenal glands in 
experimental animals. ACTH, according 
to the clinical reports I have read, in- 
creases the symptonis of ulcer in the ma- 
jority of cases. 

Beaumont was probably the first man 
actually to observe (in the case of Alexis 
St. Martin) that gastric function, at least, 
is obviously altered by psychic influences. 

Practically all the physiochemical 
studies have been made on the stomach 
instead of on the duodenum and its secre- 
tions, and yet it is with duodenal ulcer 
that surgeons are most often confronted 
and concerned. 

MacLellan*® wrote, possibly facetiously, 
of duodenal ulcers as one of the degenera- 
tive changes of civilization. He remarked 


4. Crile, G. W.: Newer Methods of Treating 
Peptic Ulcer, Constipation and Indigestion, N. Y. 
State J. Med. 35:442, 1935. 

5. Selye, H.: Stress, Acta, Inc., Montreal, Can- 
ada, 1950. 

6. MacLellan, E.: Conservative Surgery of Duo- 
denal Ulcer, Lancet 2:257, 1951. 
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that the teeth, jaws and stomach of ani- 
mals and primitive men were accustomed 
to tearing raw foods to shreds and receiv- 
ing them for digestion on a _ stronger 
mucosa than modern men possess, and 
with a digestive juice made stronger by 
necessary combat for survival. Today, 
though human beings still are exposed to 
emotional stress and strain, long years 
of subsistence on processed foods have 
weakened the digestive tract and increased 
its susceptibility to disease. There may be 
some fancy in this line of thought, but 
many ponderous scientific thoughts of 
fifty years ago are laughable today, so 
may not the fanciful thought of today 
be considered scientific fifty years hence? 
Unfortunately, MacLellan did not support 
his line of thought, and he reported a 
series of cases in which he further weak- 
ened the stomach by a modification of 
the Wilson-Hey operation, reduced the 
blood supply with multiple ligations of 
vessels on the lesser and greater curva- 
tures and added posterior gastroenterosto- 
my to this attack! 

Duodenal ulcer is probably the only con- 
dition, aside from trophic ulcer of the leg, 
in which surgeons remove other tissue or 
denervate it and do not, in many cases, 
remove the offending lesion—the ulcer it- 
self ! 

Surgeons speak and write at length 
about the baneful activity of parasympa- 
thetic (vagal) stimulation and seldom 
mention the possible role of dysfunction 
in the balancing sympathetic nervous sys- 
tem. 

Study of the entire autonomic nervous 
system may help clarify the physiopatho- 
logic cause of ulcer of the duodenum, and 
the answer may well come out of physio- 
logic and biochemical] studies of the 
adrenal gland. 

The aim of both medical men and sur- 
geons is the same—to return the patient 
to a useful and productive life. 

For duodenal ulcer, as for many other 
disease processes on which there is a wide 
difference of opinion and for which a va- 
riety of methods of cure has been offered, 
it must be realized that no treatment so 
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far has been found completely successful. 

A surgical procedure or medical method 
which works well in the hands of one phy- 
sician should work equally well in the 
hands of others of equal technical skill. 
However, in the treatment of duodenal 
ulcer this is definitely not so. Therefore, 
physicians must look for and evaluate the 
other factors already mentioned. 

After any surgical procedure so far de- 
vised for the cure or relief of ulcer of the 
duodenum, the patient is left with impair- 
ment of the upper part of the digestive 
tract. 

It has been said that any competent 
surgeon can do a partial gastric resec- 
tion, vagotomy or gastroenterostomy—but 
should he? 

The attending physician often is dis- 
gruntled to have returned to his care the 
patient in whom attempted “surgical cure” 
of a duodenal ulcer has had a poor result. 
This viewpoint can be understood, espe- 
cially if the “indications” for surgical in- 
tervention were not carefully evaluated. 

Surgeons need not apologize, however, 
for all recurrences. Duodenal ulcer is char- 
acteristically a recurrent disease, with re- 
currence after medical treatment in as 
many as 80 per cent of cases of uncom- 
plicated ulcer.? 

When surgical intervention is necessary 
for “virulent” ulcer with or without per- 
foration, penetration, hemorrhage or ob- 
struction, recurrence follows partial gas- 
trectomy in 10 to 15 per cent of cases if 
the ulcer itself is also resected. Dragstedt,*® 
Crile and others have claimed equally good 
results following vagotomy (usually with 
gastroenterostomy) . 

The point is that, regardless of the type 
of operation, the re-education of the pa- 
tient on the problems of his pattern of 
life, his success in adaptation and the ex- 
tent of his ability to assume responsibility 
for the further care of his digestive tract 
play a great part in the final classification 


7. Sandweiss, O. J., and others: Peptic Ulcer, 
Trans. Am. Gastroenterol. A. 1951, p. 446. 

8. Dragstedt, L. R.: Vagotomy for Gastro-duo- 
denal Ulcer, Ann. Surg. 122:973, 1945. 
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of the result as good, fair or poor. 

The inimitable Hertzler often said “you 
can take the goiter out of the darned fool, 
but you’ll still have the darned fool left!” 
This is equally apt with regard to duodenal 
ulcer. 

In the evaluation of a surgical procedure 
there are so many variable factors which 
influence the published results that it is 
difficult to interpret them correctly. In- 
evitably one’s own conceptions influence 
the appraisal. 

The surgeon who is aggressive, alert 
and ambitious enough to devise a new 
procedure cannot help being impressed 
with his brain child and, like a doting 
parent, being blind to some things, and not 
dishonestly ; but in his enthusiasm how can 
he always grade results between unsatis- 
factory and satisfactory? 

Besides the previously mentioned highly 
variable traits in the patient himself, the 
completeness of the operation undertaken 
certainly influences results, and certain 
points should be questioned. 

In vagotomy, for instance, were all the 
fibers severed, and did the acid response 
to insulin disappear after operation? Was 
gastroenterostomy done also and, if so, 
of what type and position, and was its 
styling adequate? 

In partial gastrectomy, how partial was 
it? Was it only “a ceremonial circumcision 
of the stomach,” as Ogilvie® was wont to 
label the procedure, or was three-fourths 
of the stomach (at least 175 Gm. or more, 
as advocated by Wangensteen’) removed? 
It is easy to be too optimistic about how 
much of the stomach has been removed 
unless the surgeon carries resection to the 
highest branch of the left gastric artery, 
places the clamp well above it on the lesser 
curvature and then, after removing the 
entire greater omentum, feels along the 
greater curvature to the cardia to estimate 
how much higher he must go to resect the 
desired three-fourths of the gastric tissue. 


9. Ogilvie, H.: Gastrectomy: A Human Experi- 
ment, Lancet 2:377, 1947. 

10. Wangensteen, O. H.: Causes of Failure after 
Gastric Resection for Ulcer, etc., Wisconsin M. J. 
44:878, 1945. 








EDITORIAL 





An adequate gastric resection, as de- 
scribed, eliminates the humeral secretory 
response through removal of the antral 
mucosa. It also decreases psychic stimula- 
tion through the vagus nerves somewhat, 
because of their interruption high on the 
lesser curvature and relatively high on the 
greater curvature. However, Shapiro and 
Berg! observed the secretion of returned 
gastric acid after partial resection and 
bilateral vagotomy below the diaphragm, 
and surmised that this was due to a pos- 
sible compensating mechanism through the 
plexuses of Meisner and Auerbach in the 
wall of the stomach. 

In partial gastric resection, that portion 
of the vagus nerves supplying the liver, 
pancreas, duodenum and spleen is not re- 
moved, and in long term study of results 
retention of these fibers may be found 
beneficial. I am of the opinion that high 
interruption of the vagus nerves may in 
time show harmful physiologic results in 
other organs which have been deprived of 
their vagal supply. 

The final evaluation of vagotomy with 
or without gastroenterostomy must wait 
another five years. Vansant!? reported 
that in dogs gastric acidity had returned 
to normal four years after vagotomy. 

Gastroenterostomy, which someone has 
called “‘a disease rather than an operation,” 
is probably acceptable only in cases of ob- 
struction with a low level of gastric acidity 
when the surgical risk is poor, resection is 
impossible and the aim must be palliation 
only. 

Partial gastrectomy in the hands of a 
competent surgeon and an equally com- 
petent anesthetist can be done with a mor- 
tality rate around 3.5 per cent. It should 
not be done by the casual operator in a 
substandard operating room or hospital. 
The complications of good gastric resec- 
tion are much fewer than those accom- 
panying vagotomy, and the overall per- 





11. Shapiro, B. F., and Berg., B. N.: Return of 
Gastric Acidity after Subtotal Gastric Resection 
and Bilateral Vagotomy, Arch. Surg. 28:160, 1934. 

12. Vansant, F. R.: Late Effects of Section of 
the Vagi Nerves (dogs) on Gastric Acidity, Am. 
J. Physiol. 97:375, 1931. 














centage of good results seems much better, 
in my evaluation at least. 

Strauss and associates in the Michael 
Reese Stomach Surgery Group" have re- 
duced the mortality rate following partial 
resection from 3.5 per cent between 1917 





13. Strauss, A. A., and others: Results of Sub- 
total Gastrectomy for Gastric and Duodenal Ulcer 
since 1947, J.A.M.A. —:1095, 1952. 
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and 1938 to 1.4 per cent between 1938 
and 1950 by using spinal anesthetics, anti- 
biotics and adequate replacement of blood. 
Results comparable to these should be the 
goal of all surgeons engaged in the relief 
of patients afflicted with “chronic” duo- 
denal ulceration and its complications. 

R. R. COFFEY, M.D., F.A.C.S., F.I.C.S. 

KANSAS CITY, MISSOURI 
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Readers of the Journal and Bulletin will 
doubtless remember that in the September 
1953 issue of the latter there appeared a well- 
deserved tribute to the Argentine Section of 
the International College of Surgeons, which, 
in addition to countless other vitally valuable 
activities, had then just announced publication 
of its own official organ, Revista del Capitulo 
Argentina, Colegio Internacional de Cirujanos. 

This remarkable journal appears quarterly 
and has set itself no less a goal than the ab- 
stracting and presentation of all the Argentine 
surgical literature every year. Under the able 
leadership of its Director, Prof. Dr. Jorge A. 
Taiana, F.I.C.S., and its devoted Editor and 
Administrator, Sr. Carlos A. Irianni, this goal 
has been most creditably achieved. The Jour- 
nal of the International College of Surgeons, 
in giving credit where credit is due, greatly 
prefers demonstration to description and takes 
great pleasure in letting Revista del Capitulo 
Argentina speak for itself. On Page 325 
(opposite) and the following pages we present 
in toto, after their careful translation into 
English, abstracts of the entire Argentine sur- 
gical literature for the first half of the year 
1954. We believe that all our readers, in what- 
ever part of the world they live and serve, 
will share the pleasure of the College in such 
an achievement and in our congratulations to 


those who have made it possible. 
M. T. 

















Review of Argentine Surgical Literature 


First Half of 1954 





ANESTHESIOLOGY 


Cabo, H. A.: Use of Procaine Hydrochlo- 
rate for General Anesthesia in Thoracic Sur- 
rery, Semana med. 103:857, 1953. 

After general remarks and a brief survey 
if the literature, the author reports his own 
vide experience in the use of the drug in 

uestion. Trials began late in 1950 in order 
o assess advantages and disadvantages. His 
xperience totals 181 operations, of which 44 
vere cardiovascular and 137 pulmonary. 

He has used the drug alone and in com- 
ination with other anesthetics and anal- 
resics. In combined anesthesia, the quantity 
each of the complementary agents nec- 
essary was less than without procaine. Ex- 
cept for slight and short-lived cyanoses in 
a few cases and some moderate hypertension 
that disappeared as the infusion slowed, he 
encountered no accident or grave complica- 
tion attributable to the drug. 

When given intravenously, as the author 
gives it, procaine hydrochlorate proved so 
useful in maintaining anesthesia that he 
uses it almost invariably. It has its possible 
dangers, however, and should be used only 
by an anesthesiologist who is conversant 
with its pharmacologic nature. The patient 
should be watched carefully while under its 

effect. 


Donato, V. M. and Ursi, R.: Spinal Anes- 
thesia with “Heavy” Nupercaine in Forceps 
Application, Prensa med. argent. 41:121, 
1954. 

On the basis of a study of 42 applications 
of forceps the authors state: 

1. That “saddle block” technic with heavy 
Nupercaine is simple and affords thoroughly 
good anesthesia in every case. 

2. The cervix and the soft tissues of the 
vulva and the perineum are well relaxed. 

3. Uterine contractibility is not modified. 

4. There are no signs of fetal asphyxia. 

5. The third stage of labor is spontaneous 
and the hemorrhage normal. 

6. Arterial hypotension, if any, is slight 
and easy to handle. 

7. No upsets occur during the puerperium 
as a result. 

8. In one-fifth of the cases a postanes- 





thetic headache appears. It is moderate and 
is easily overcome by adequate treatment. 

To judge by results, saddle block anesthe- 
sia with heavy Nupercaine is an excellent 
method for obstetric anesthesia. 


Pasman, R. E.: Postoperative Complica- 
tions in Abdominal Surgery, Prensa med. ar- 
gent. 41:567, 1954. (Read at the Fourth Ar- 
gentine Congress of Anesthesiology, Buenos 
Aires, October 1953.) 

The author discusses the importance of 
reliable anesthesia in avoiding postoperative 
complications; he has maintained the view 
for many years that specialization in anes- 
thesiology is necessary, so that the surgeon 
may rely on the anesthesiologist and give all 
his attention to the operation proper, free 
from any distracting influence. 

Some other aspects of immediate postop- 
erative complications are discussed, but those 
which do not appear for several days after 
anesthesia and operation have been deliber- 
ately left out. 


SURGERY OF SPLEEN & HEMATOPOIETIC ORGANS 


Puyo Villafane, E.: Splenectomy for Hy- 
persplenism, Semana med. 104:209, 1954. 

Several of the pictures considered by clas- 
sic authors to indicate damage to the splenic 
gland correspond to primitive overactivity 
of the spleen. This had already been pointed 
out by early writers, and such manifestations 
have come to be grouped nowadays under 
the functional syndrome known as _ hyper- 
splenism. The case history of 1 patient ob- 
served by the author is given, and the hema- 
tologic syndromes described by Wiseman and 
Doan as forms of hypersplenism are dis- 
cussed. Of fundamental interest from a 
surgical point of view are the hypersplenic 
syndromes with anemia (icterus or hemolytic 
anemia, both congenital) or with thrombo- 
penia (idiopathic purpura), since they are 
the only ones that respond to splenectomy 
satisfactorily and with any constancy. 

The subject is discussed with reference to 
the opinions of divers workers; various as- 
pects of the surgical treatment of the spleen 
and the surgical rate, which varies between 
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3 and 6 per cent, are also discussed. The 
consensus is that splenectomy is the only 
curative therapy for congenital hemolytic 
icterus. 


Cipolla, E. B.; Caluroi, A. N., and Adorni, 
E. O.: Giant Follicular Lymphoblastoma, 
Prensa med. argent. 41:277, 1954. 

The history of a case of the adenospleno- 
hepatointestinal form of giant follicular lym- 
phoblastoma which developed as lymphosar- 
coma, observed by the authors, is reported 
and the subject brought up to date. 

The history and pathologic picture, usu- 
ally with involvement of the lymph glands, 
spleen, bone marrow and other less frequent 
sites (liver, skin, tear glands, tonsils, bones 
and intestine), the etiologic and pathogenic 
factors, the clinical picture, the clinical 
course, the prognosis and the treatment are 
reviewed. The condition is exquisitely sensi- 
tive to roentgen therapy, which is the treat- 
ment of choice; operation has been attempted 
in the excision of lymph glands. In the pres- 
ence of splenomegalic forms of the condition 
splenectomy is advised, as it is followed by 
clinical improvement and the correction of 
thrombocytopenia. 

Finally, the authors refer to Brill-Sym- 
mers’ disease and pathologic conditions of 
the lymph glands, stating their attitude as 
to the position occupied by this condition 
in glandular disease. They favor the concept 
of Custer and Bernhard that giant follicular 
lymphoblastoma is the condition that most 
rarely retains its identity in the course of 
its development, for in time it changes to 
lymphosarcoma, reticulosarcoma, Hodgkin’s 
disease or lymphatic leukosis. 


Maggi, A. C., and Margulis, E.: Brill-Sym- 
mers’ Disease, Prensa med. argent. 41:845, 
1954. 

A new Argentine case is added to the 
Argentine literature, of the condition vari- 
ously called giant follicular lymphoblastome, 
Brill’s disease, Baher’s disease, Rosenthal’s 
disease or Brill-Symmers’ disease. Its history 
is reviewed and its clinical, pathologic, de- 
velopmental and therapeutic elements out- 
lined, which, in the absence of a known 
cause or causes, define the condition. In the 
authors’ case patient 61 years old complained 
of pain splenomegaly, then superficial adeno- 
pathy around to the neck and spreading to 
both axillae, the left arm and the groins. 
Generalized pruritus was also present. Blood 
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films were obtained; glandular and sternal 
punctures were performed. Negative results 
from Wasserman and Kahn tests and from 
a tuberculin test made it possible to elimi- 
nate leukemic lymphadenoma, malignant lym- 
phogranuloma and chronic inflamatory con- 
ditions of known causation. Microscopic 
study of the cervical adenopathic condition 
led to its identification as that described by 
Brill, Baher and Rosenthal as generalized 
giant hyperplasia of lymph gland follicles 
and spleen, or giant follicular lymphoblas- 
toma. 

The authors wonder whether the condition 
is a benign variant of lymphosarcoma or a 
tumor in its own right, ranking somewhere 
between benign and malignant tumors, or a 
borderline type, a premonitory phase of some 
very serious condition. All these are mere 
hypotheses awaiting confirmation, since the 
subject is under constant revision. 


SURGERY OF HEAD AND NECK 


Mosca, L. G.: Radium Therapy of Malig- 
nant Tumors of Cranium, Prensa med. ar- 
gent. 41:812, 1954. 

On comparison of papers published before 
1939 with more recent work it is evident 
that there has been a radical change in the 
indications for radium therapy as well as 
the dosage. Most writers, though not all, 
used to maintain that irradiation with a 
closed cranium was seriously dangerous. 

The indications for glioblastoma and other 
growths, including vascular tumors, are dis- 
cussed, as are radiosensitivity, technic and 
preoperative irradiation. 

Surgery is not radium therapy’s rival but 
its complement. The current tendency favors 
operation when the patient’s condition al- 
lows, when function is not seriously jeop- 
ardized and when the tumor lies in an acces- 
sible place. Operation has the last word as 
to the extent and microscopic nature of the 
tumor. 


Nocito, F. J. and Abravanel, R.: Heman- 
gioma of the Cranial Vault: Resection and 
Acrylic Prosthesis, Soc. de Cir. de Buenos 
Aires Bol. y Trab. 37:647, 1953. 

Hemangioma of bone is a very rare type 
of tumor, and the cranial location adds to 
its medical and therapeutic interest. Of the 
rarity of this tumor it has been said that 
no single author has encountered more than 
1 or 2 cases. The authors, having had oc- 
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casion to treat 2 patients with cranial heman- 
gioma, consider publication is justified. 

Both cases are reported, and the symptoms, 
clinical course, diagnosis and differential 
diagnosis are discussed. Treatment may be 
surgical; or roentgen rays, which halt the 
development of the tumor, which may be 
cured after an intense hyperostotic reaction. 
In some sites, such as the spine, roentgen 
therapy is in order. For hemangiomas of the 
cranial vault the authors prefer operation, 
especially when the scar is hidden by the 
patient’s hair. They find craniectomy advis- 
able, with an acrylic prosthesis well tolerated 
by the body. Cure for the disease is thus 
obtained definitively in a short time and 
without the hyperostotic reaction. 


Marino, H. and Yoel, J.: Electrical Excita- 
tion in Surgery of Face and Neck, Soc. de 
Cir. de Buenos Aires. Bol. y Trab. 37:583, 
1953. 

Faradic excitation of the motor nerves of 
the face and neck is considered an indispen- 
sable adjunct to the surgical treatment of 
those regions. It serves to determine quickly 
and precisely which is the proper trajectory, 
since this may have been altered by patho- 
logic change. Their preservation is thus 
made possible in difficult circumstances such 
as those brought about by parotid tumors 
and stripping of lymph glands. 

The inherent technical problems are dis- 
cussed and the most adequate types of cur- 
rent, intensity and generating apparatus 
described. The peculiarities of anesthesia 
are pointed out. The authors conclude that 
these considerations are not reason enough 
for depriving the patient of the certainty or 
the surgeon of the comfort and peace of 
mind afforded by the method. 


EXPERIMENTAL SURGERY 


Ghersi, J. A.; Costales, A., and Mayo, F.: 
Possibilities of Pentothal Anesthesia in the 
Artery Canalized During Cerebral Angeiog- 
raphy, Prensa med. argent. 41:800, 1954. 

1. The possibility of using the artery ca- 
nalized for sodium pentothal anesthesia dur- 
ing cerebral angeiographic procedures is 
suggested. 

2. In the investigation, it was kept in mind 
that at the usual sites of injection, in the 
fold of the elbow, this drug is known to 
causes venous thrombosis. 

3. The literature records cases of throm- 
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bosis due to accidental intra-arterial injec- 
tion of the anesthetic. 

4. Animal experiments were made in which 
electroencephalographic study was followed 
by pathologic examination of the carotid 
arteries and the brain. 

5. The animal encephalograms showed 
gross deterioration in bioelectric activity, 
ranging from the appearance of slow waves 
to the disappearance of all activity on sud- 
den death. 

6. Pathologic examination showed carotid 
thrombosis in both early and late specimens, 
as well as microscopic hemorrhage from 
rupture of capillaries in nervous tissue. 

7. The authors conclude that the intra- 
arterial use of this drug for anesthetic pur- 
poses must be ruled out at present, but they 
are continuing their experiments with more 
dilute solutions and other drugs and noting 
the neurophysiologic effects. 


Urrutia, J. M., and Yornet, H. M.: Experi- 
mental Effect of Hyperestrinism on Animal 
Liver Cells, Soc. de Cir. de Buenos Aires Bol. 
y Trab. 37:661, 1953. 

The authors have observed that estrogens 
have an important effect on the liver cells 
of female guinea pigs when injected until 
the proliferative stage of genital epithelium 
is reached. Hyperestrinism undoubtedly 
forced the liver to play its part in estrogen 
metabolism until the changes observed were 
produced. 

It is the authors’ intention to attempt to 
fill in a blank in the current knowledge of 
estrogen metabolism and to pave the way for 
further studies on the possible action of 
these bodies on the composition and secre- 
tion of bile, of which they already have an 
inkling, though they are not yet ready to 
draw conclusions. 


Juri, A. G.: Microscopic Pathology of Liver 
Necrosis Following Experimental Ligature 
of Hepatic Artery in Dogs, Soc. de Cir. de 
Cordoba Bol. y Trab. 4-5-6-7:134 (June-July) 
1953. 

Earlier authors’ experiments on ligature 
of the hepatic artery in the dog were re- 
peated. In addition to ligature of hepatic, 
splenic, right gastric and gastroduodenal 
arteries, a Billroth II gastrectomy was per- 
formed. 

All the dogs died between twenty-four and 
ninety-six hours later. 

Grossly the liver was soft and puffy. The 








microscope showed almost complete disor- 
ganization of the trabeculae, with central 
lobular and diffuse changes. Necrotic foci 
were present, containing millions of bacilli 
that stained with hematoxylin and having 
spores (Clostridium tentani?). 

The remaining changes were attributed to 
toxins, enzymes (hyaluronidase, colgenase), 
ete. 


GASTROINTESTINAL SURGERY 


Garimaldi, U.: Diet Therapy for Stomach 
Operations, Orientacion Medica 66:328 (Dec. 
4) 1953. 

A study is made of the physiologic mecha- 
nism of digestion and its alterations after 
gastric surgery; dietetic management most 
suited to each case is outlined, in order to 
correct these pernicious changes. 


Rozenblum, Chaja Sura: Abdominal Forms 
of Vomiting with Acetonemia, Orientacion 
Medica 66:344 (Dec. 4) 1953. 

A doctor’s thesis on this disease peculiar 
to childhood, characterized by fits of vomit- 
ing with acetonemia and acetonuria that are 
repeated during one or more days, stop sud- 
denly, reappear during several years with 
the same manifestations and disappear fi- 
nally when the child is between 10 and 14 
years of age. 

Symptoms, clinical forms, causation, patho- 
genesis differential diagnosis, prognosis and 
medical treatment are reviewed. The au- 
thor’s conclusions from analysis of this dis- 
ease are as follows: 

1. Abdominal forms of acetonemia imitate 
acute appendicitis. 

2. Both may be present. 

3. In case of doubt, operate (avoiding use 
of ether and chloroform). 


Meeroff, M.: Medical Treatment of Mas- 
sive Digestive Hemorrhage, Orientacion Med. 
69:401 (Dec. 25) 1953. 

The author sets forth clearly and in order 
the stages in diagnosis of massive digestive 
hemorrhage and the treatment advisable for 
the various clinical situations arising. The 
author’s personal opinion on problems in the 
treatment of these patients is presented. 

The paper falls under the following heads, 
each of which is minutely analyzed: scope 
of subject; bleeding; stages in diagnosis, 
and treatment. As for the last-named, opera- 
tion is in order for ulcers with massive bleed- 
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ing that resist medical treatment or require 
operation from the start. Preoperative care 
and surgical technic suitable to such cases 
is briefly outlined. 

The paper closes with an analysis of re- 
sults obtained by the author by the manage- 
ment he describes. 


Ferreira, J. A.: Juxtacardial Gastric Diver- 
ticulum, Soc. de Cir. de Buenos Aires Bol. 
y Trab. 37:600, 1953. 

The author approaches the condition 
chiefly from the point of view of surgical 
therapy, and reports a case. The following 
conclusions are reached: 

1. Juxtacardial diverticulum is the most 
common form of true gastric diverticulum 
(76 per cent). 

2. Its situation makes it prone to diver- 
ticulitis and its sequelae. 

3. The symptoms are not characteristic, 
and its presence can only be surmised. 

4. The diagnosis is essentially roentgen- 
ologic. 

5. Gastroscopic study should be undertak- 
en only after roentgen study has determined 
the location, never as a routine; it can prove 
invaluable for the diagnosis of diverticulosis. 

6. Latent diverticula, discovered inciden- 
tally in roentgen exploration, require no 
treatment but should be kept under observa- 
tion. 

7. Painful dyspeptic conditions referable 
to a diverticulum may benefit by medical 
management but can never be pronounced 
cured. 

8. Intractable symptoms demand surgical 
intervention. One may follow the abdominal, 
thoracic or combined route, approaching 
from the greater or lesser curvature accord- 
ing to the circumstances, the diverticulum 
being excised or invaginated. 

9. The possibility or certainty of associ- 
ated lesions must be borne in mind in choos- 
ing a route. The patient’s constitutional type 
is also important. If a coexising lesion de- 
mands operation, the diverticulum can and 
should be excised. 


Meeroff, M.: Early Diagnosis of Gastric 
Cancer (First Report), Prensa med. argent. 
41:62, 1954. 

The author describes likely bearers of 
gastric cancer, since early diagnosis poses 
two main questions to work on while biologic 
investigation prepares the way to solution 
of the cancer problem fundamentally and in 
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general. The two questions are: who shall 
be examined, and how? 

The three kinds of people to be suspected 
if gastric cancer is to be diagnosed early 
are, briefly, those with symptoms and signs 
referable to gastric cancer: those who have 
a disease considered precancerous, and those 
with neoplastic heredity or family history, 
especially digestive and particularly gastric. 

In the first group, gastric cancer may be 
suspected in any person, especially if male, 
who begins to complain of gastric distress 
after 40. 

As to the second, chronic gastritis, per- 
nicious anemia and benign tumors of the 
stomach should be examined; gastric ulcer 
is still open to discussion. 

Concerning the third group, although many 
authors reject a hereditary cause of gastric 
cancer, the existence of families in which 
there is a high incidence of the disease has 
been proved. Any patient who belongs to 
one of those families, therefore, should be 
checked routinely, especially if he has ana- 
chlorhydria or microcytic anemia. 

The author will deal with the manner in 
which these “suspects” should be studied in 
another paper. 


Meeroff, M.: Early Diagnosis of Gastric 
Cancer (Second Report), Prensa med. argent. 
41:358, 1954. 

In connection with early diagnosis of gas- 
tric cancer, the author has already referred 
to the persons who should be examined to 
that end. In this work he refers to the man- 
ner in which this examination should be 
carried out. He, therefore, reviews roentgen 
study (early roentgen signs, signs of infiltra- 
tion, ulceration and of vegetating forms; 
location of neoplasm); gastroscopic study; 
gastric cytologic study; biopsy of the stom- 
ach; other diagnostic media; gastric secre- 
tion; occult blood in feces; the Woldmann 
test; the blood cytologic picture; protidemia; 
biological tests; exploratory laparotomy and, 
finally, test treatment. 

These procedures are listed in the order 
of their usefulness, and the author comments 
on them in detail. This paper is of great in- 
terest as a guide in the study of those patients 
for whom an early diagnosis of cancer may 
avert a tragedy. 


Del Valle, D.: Total Gastrectomy for Can- 
cer, Soc. de Cir. de Buenos Aires Bol. y Trab. 
373639, 1953. 
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Roentgenograms are exhibited of a 68-year- 
old patient with a gastric obstructive syn- 
drome due to plastic linitis, infiltrating nearly 
all of the pyloric region and fundus and ap- 
parently leaving only a small air chamber 
unaffected. 

The operation was performed purely by the 
abdominal route, but the xyphoid process was 
completely excised. A short commentary fol- 
lows, and the author points out that roentgen 
study after operation shows the formation of 
a small stomach from two loops of small 
intestine widely joined in a parallel manner. 
The technical innovation and good function 
obtained motivated the author’s communica- 
tion. 


Canonico, A. N.: Gastric Cancer Recidivat- 
ing After Operation: Wide Excision of Re- 
maining Tumor and Several Neighboring 
Organs, Soc. de Cir. de Buenos Aires Bol. y 
Trab. 37:682, 1953. 


A woman underwent a wide subtotal gas- 
trectomy for malignant disease of the pre- 
pyloric zone of the stomach, with resection 
of a small wedge of liver for neoplastic in- 
vasion. Pathologic study showed mucus- 
secreting adenocarcinoma with metastases in 
glands of the small and large curvatures near 
the lesion. The patient returned eight months 
later with a palpable lump the size of a tan- 
gerine at the site of the previous operation, 
with evident deterioration of her general 
health and without physical or roentgen signs 
in the lung or any other part. 

A second operation was performed, includ- 
ing excision of a tumor mass from the soft 
tissues of the abdominal wall, and another 
tumor block was disclosed. Its close connec- 
tion with both liver and colon made it nec- 
essary to excise parts of the right lobe of the 
liver, the gall-bladder, part of the head of 
the pancreas and part of the transverse por- 
tion of the colon. The ends of the colon were 
joined in gun-barrel fashion because _ it 
was not considered suitable to make an end- 
to-end anastomosis. The postoperative course 
was favorable, and the colostomy was later 
closed extraperitoneally. 

At the end operation the gastroenteroanas- 
tomosis was in very good condition, indicat- 
ing that the danger of cancer of the gastric 
antrum does not always lie in the neighbor- 
hood of the stomach itself, and great attention 
must be paid to the possibility of lymphatic 
infiltration of the duodenopancreatic sector. 











Canonico, A. N.: Gastric Cancer: Subtotal 
Gastrectomy: Exploring Relaparotomy, Soc. 
de Cir. de Buenos Aires Bol. y Trab. 37:684, 
1953. 

A patient is described on whom extensive 
gastrectomy by the Reichel-Polya technic 
was performed for epithelioma of the gastric 
antrum, with metastasis in glands near the 
large curvature. Eight months later, with 
the patient in good general health and free 
from symptoms, a second exploratory opera- 
tion was proposed, the “detection plan” be- 
ing followed in search of possible malignant 
residua before their advanced state caused 
clinical signs of their presence. 

A second laparotomy was performed; the 
gastroenteroanastomosis was in good condi- 
tion, and there was only 1 enlarged gland in 
the omentum majus, shown by pathologic 
study to be inflammatory. After more than 
two years the patient was enjoying good 
health both clinically and roentgenographi- 
cally. This goes to prove that one must be 
careful in the choice of an operative proce- 
dure for this condition, acting according to 
the type and site of the tumor in each case, 
guided by data collected in the course of 
operation. The author does not consider 
routine total gastrectomy the solution for 
gastric cancer; rather, it is his opinion that 
an ample subtotal excision is useful in many 
cases if associated with “exploring relaparo- 
tomy,” which he evidently considers impor- 
tant. 


Schwartz, M. M.: Situs Inversus Totalis, 
Sol. soc. de Cir. de Rosario 21:111, 1953. 


The case of a patient with situs inversus 
totalis is presented, in whose case it was 
necessary to perform an operation for chron- 
ic gastric ulcer. A duodenal diverticulum 
was observed at operation. 

Ample pyloric gastrectomy was performed, 
plus excision of the diverticulum. The post- 
operative course was ideal, and the patient 
enjoyed good health at the time the report 
was written. Follow-ups showed good func- 
tion of the new os. 


Fongi, E. G.; Bustos Fernadez, I.; Angulo, 
H. C., and Gauna, E. F.: Pernicious Anemia 
Appearing After Subtotal Gastrectomy, Pren- 
sa med. argent. 41:283, 1954. 

Pernicious anemia appeared five years 
after subtotal gastrectomy was performed 
for duodenal ulcer. The possibility that the 
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anemia may have been caused by excision 
of gastric tissue is discussed. 


Puyo Villafane, E.: Total Gastrectomy, 
Prensa med. argent. 41:49, 1954. 

In connection with certain technical prob- 
lems arising in total excision of the stomach, 
progress in performance of the operation, 
routes of access, types of anastomosis and 
immediate results make critical review of the 
procedure possible. Current statistics refer 
to total gastrectomy performed of necessity, 
imposed by the extent of the lesions, but the 
author considers total gastrectomy on principle 
in view of the discouraging results of sub- 
total resection for gastric carcinoma. 

Three groups of gastric carcinomas de- 
scribed by Covert are reviewed from an 
essentially surgical point of view: those of 
the cardia, those of the proximal third of 
the stomach and those of the distal third, 
as well as extensive cancers. 

The author states that insufficient data 
are available for comparative study of the 
end results. However, as long as gastric can- 
cer continues to be within the field of sur- 
gical therapy, operations of increasing extent 
are justified. According to Rudler, it is a 
tenet of surgical philosophy that no patient 
who has no other hope of survival should 
be denied radical operation. 


Gorni, D.: Idiopathic Megaduodenum and 
Gastric Ulcer; Gastrectomy; Healing, Bol. 
Soc. de Cir. de Rosario 20:105, 1953. 

In a case of megaduodenum with gastric 
ulcer the patient was treated by gastrecto- 
my, because that is the author’s treatment 
for gastric ulcer. As for the megaduodenum, 
in his opinion, avoiding the passage of food 
after gastrectomy has reduced the amount 
of work performed and caused improvement 
without any need for an operation on the 
duodenum itself. 


Justiniano, E., and Carpanelli, J. B.: Ther- 
apeutic Management of Perforated Gastro- 
Duodenal Ulcer, Orientacion Medica 67:353 
(Dec. 11) 1958. 

Surgeons have not yet been able to agree 
about treatment of perforate ulcer. Some are 
conservation, others radical; among the latter 
are the authors of this paper, who, out of 
their vast experience, indicate the therapeu- 
tic criteria they apply to treatment of this 
condition and the circumstances determining 
the choice of a surgical technic. 








F 
a 
3 
yg 
td 
Py 





VOL. XXII, NO. 3 


Jaroslavsky, L.: Our Conduct When Faced 
With Duodenal Ulcer, Orientacion Medica 
70:487 (Jan. 1) 1954. 


After reviewing procedures used by earlier 
authors in the treatment of patients with 
duodenal ulcer, the author describes his own. 
As for the ulcer with bleeding, he says, if 
it is on the small curvature the callous zone 
surrounding it must be excised and the 
preach sutured in two layers, in the direc- 
tion that obviates the danger of stenosis. 
When the ulcer is situated on the duodenum, 
subtotal gastrectomy is in order; bleeding 
lesions on the posterior surface of the duode- 
num are exceptional, free from inflammation 
and fit for suture in situ. 


Turco, N. B., and Vazquez, M.: Segment 
Excision in Gastric and Duodenal Ulcer, 
Arch. Argent. de Enferm. d. Ap. Digest. 
28:27, 1953. 

Immediate and end results are presented 
of 6 segmental excisions as advised by Wan- 
gensteen. Operation was indicated in all 
cases; there were 3 ulcers on the anterior 
surface of the duodenum, 2 posterior (1 with 
and 1 without bleeding) and 1 stomach ulcer. 
All 83 on the anterior surface and the gastric 
ulcers were excised. The 2 on the posterior 
surface were left in. All the patients were 
men aged 28 to 54. 

General combined intravenous and inhala- 
tion anesthesia was employed. A transverse 
celiotomic epigastric incision was made. The 
question of segmental excision was decided 
after laparotomy. Excessive adhesions, in- 
flammatory infiltration, stenosis from scle- 
rosis of the ulcer, negative results from 
biopsy, etce., led to rejection of the at- 
tempt. Except in the first case Finney’s 
ample pyloroplasty was performed, efforts 
being made to insure that the transverse 
suture left a good pylorus, for which oblique 
sutures were used on occasion. Liberation 
of the origins of the coronary and gastro- 
epiploic (left) arteries and all the short 
vessels was then performed. The gastric 
stump was irrigated by the posterior gastric 
blood vessels. The second stage is an end- 
to-end anastomosis: the gastric stump meas- 
ured barely 2 inches (5 cm.) square. The 
small curvature was completely excised; 
nothing was left but what was needed to 
insure a good suture. 

The immediate postoperative course was 
good. Improvement was rapid, and the pa- 
tients were sent home ten or twelve days 
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after admission. The first (no pyloroplasty) 
had slight signs of heart failure; the third 
and fourth (posterior ulcer) had slight per- 
fectly tractable immediate dumping, failure 
to gain weight, no pain, hypochylia and 
hypochlorhydria. 

Comments on the rationale of this opera- 
tion are included. 


Meeroff, M.: Prolapse of Gastric Mucosa 
into Duodenum. Prensa med. argent. 41:607, 
1954. 

History, literature, pathologic picture and 
etiologic factors of this condition are de- 
scribed. There is no clinical picture that 
makes it possible even to suspect prolapse. 
The physical signs and complementary exam- 
inations, roentgen study, differential roent- 
gen diagnosis, course and treatment are 
extensively discussed. 

The management preferred nowadays is 
as follows: 1. One should begin with medical 
treatment unless complications make opera- 
tion necessary. Treatment is practically the 
same as for an ulcer. 2. Operation should 
be performed if a reasonable trial of the 
aforesaid means is unsuccessful or surgical 
complications crop up: (persistent pain; py- 
loric obstruction with vomiting and deteri- 
oration of general health; profuse bleeding, 
or secondary anemia). 

Several operations have been suggested, 
from simple scarification of redundant mu- 
cosa to subtotal gastrectomy, with all the 
variations possible in between: excision of 
excess mucosa, antrotomy, divers pyloroplas- 
ties, gastroenteroanastomosis, a combination 
of excision of mucosa with antrotomy and 
pyloroplasty, etc. There is no experience 
with vagotomy, but Feldman has suggested 
it in view of the beneficial action of blockers 
of ganglion synapse. 


Schena, A. T.; Lemberg, A., and Apartin, 
A.: Extrinsic Compression of Duodenum, 
Arch. Argent. de Enferm. d. Ap. Digest 28:28, 
1953. 


Five cases of compression of the duode- 
num by divers conditions connected with gall 
ducts and pancreatic lesions are reported. 
In all of them, surgical proof of the condi- 
tions present was obtained. In the first there 
were gallstones and cholecystitis, with peri- 
duodenitis and an inflammatory tumor. In 
second, roentgen deformation of the duode- 
num was observed. In the third and fourth 
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there were sequelae of chronic pancreatitis 
leading to duodenal stenosis. In the fifth 
there was a large stone in the gallbladder, 
with pericholecystitis which greatly com- 
pressed the organ. Patients 1, 3 and 5 had 
a clinical pyloric syndrome; Patient 2 had 
a syndrome of compression of the common 
bile duct. 

Therapy whenever possible was duodenoly- 
sis and treatment of the causative condition 
(Cases 2 and 5) by means of cholecystostomy ; 
in the remainder gastroenteroanastomosis 
was necessary. Exploration in Case 1 re- 
vealed the duodenum completely stenosed. 
In the authors’ opinion, gastroenteroanasto- 
mosis should be performed only when duo- 
denolysis does not guarantee free transit in 
the duodenum. 

Statistics are few and more work and 
comment are needed; therefore the authors’ 
data are offered to other investigators. 


Aguirre, C.: Value of Esophagojejunosto- 
my According to Roux-Herzen’s Principle in 
Surgery of the Lower Third of the Esophagus 
and in Total Gastrectomy, Prensa med. ar- 
gent. 41:337, 1954. 

The authors who have made use of the 
jejunal Y loop according to Roux-Herzen’s 
principle for reconstruction of the intestinal 
passage after operations on the esophagus 
and stomach are reviewed chronologically. 

Reflux esophagitis and the way to make 
up for loss of the protecting cardioesophageal 
valvular mechanism are remarked upon. 

Three cases are reviewed (1 of tumor of 
lower third of esophagus, 1 of gastric tumor 
and 1 of giant ulcer). The lesions were 
treated successfully by excision of the distal 
portion of the esophagus and total gastrec- 
tomy, with reestablishment of the intestinal 
passage by means of Roux’s Y-shaped loop. 

A patient with megaesophagus underwent 
resection of the cardia and reconstruction of 
the intestinal passage with a Roux-Herzen 
Y-shaped loop, the stomach being left out 
of the digestive circuit. The operation was 
successful. 


Sylvestre Begnis, C.: Cancer of Right Colon 
Appearing on the Abdominal Wall, Bol. Soc. 
de Cir. de Rosario 20:61, 1953. 

A female patient had a tumor that had 
run its course in the ascending portion of 
the colon for over two years and presented 
invasion of the abdominal wall in the right 
flank. A large vegetating tumor weighing 35 
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Kg. was operated on in three stages. 

1. Excision of the vegetating tumor. 

2. Exploratory laparotomy which, showed 
that there were no metastases. The right 
half of the colon was excluded and intestinal 
continuity reestablished. 

3. Excision of the whole piece in a single 
block, including whole right flank abdominal 
wall, the right half of the colon, part of the 
liver, part of the second portion of the duode- 
num, which was invaded and perforated, and 
the gallbladder. The wall was reconstructed 
with a sheet of bovine fascia and a pediculate 
total skin flap. 

Forty-seven days after this third opera- 
tion the patient had a severe obstructive syn- 
drome demanding a fourth, when a solid 
adhesion joining small loops to the graft and 
the fluid of peritoneal reaction were ob- 
served. Dynamic ileus was diagnosed. It 
has been suggested that this complication 
may be avoided by first closing the breach 
with a sheet of peritoneum obtained from 
the opposite wall and placing the bovine fas- 
cia and skin over it, or by using fascia lata 
from the patient. 

Eight months after the operation the pa- 
tient enjoyed good health, weighed 50 Kg. 
and had a good abdominal wall. 


Trossero, A.: Nonspecific Inflammatory 
Tumor of Cecum: Infiltrating Segment Coli- 
tis, Bol. Soc. de Cir. de Rosario 20:140, 1953. 

The case presented was peculiar. A cecal 
tumor was diagnosed and removed on suspi- 
cion of malignancy, and microscopic study 
revealed that it was a localized sclerous in- 
flammatory tumor of the cecal wall. Chronic 
inflammatory hyperplasia, when more or less 
circumscribed in a zone of the colon may 
cause palpable lumps that are hard to iden- 
tify even with the aid of the several resources 
of physical examination and roentgen rays. 

The history of the case is given and re- 
marked upon, and the operation is described. 
Inflammatory tumors of small and large in- 
testine, acute, subacute and chronic, are dis- 
cussed and the literature reviewed; etiologic 
factors, pathogenesis, pathologic picture, 
physical signs, differential diagnosis, roent- 
gen picture and surgical treatment are ana- 
lyzed. 

Treatment consists of short circuit or ex- 
cision and is applied by preference when 
complications—stenosis, obstruction, fistulas, 
abscesses and perforations—appear. Opera- 
tions chosen by divers authors are reviewed. 
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Trossero performed right hemicolectomy for 
two reasons: first, because he suspected a 
malignant lesion (lymphosarcoma), and sec- 
ond, because of the possibility that even 
were it not so the changes might reach and 
obstruct the ileocecal valve. Perhaps if he 
had performed immediate freezing biopsy he 
might not have been so generous in his ex- 
cision, which would have been in order for 
hyperplastic tuberculosis but need not have 
been so extensive. 


Cernich, I. R.; Eguia, O. E., and Rosen- 
berg, I.: Hodgkin’s Sarcoma of Small Intes- 
tine, Semana med. 104:157, 1954. 

The case is reported, not because of the 
disease, which is common enough and has 
been well studied, but for the variety (sar- 
coma), which is its severest form, and the 
site, which was unusual—the small intestine. 

The patient’s history is given in detail. 
The operation and the gross and microscopic 
pathologic data on the specimen excised are 
described. 

Physical examination of the patient on 
admission revealed all the symptoms of in- 
complete obstruction of the terminal portion 
of the small intestine. Laboratory tests 
(hemogram, sedimentation rate), in the ab- 
sence of eosinophilia, splenic involvement 
or fever, pointed to benign tumor of the 
small intestine. That was the surgeon’s im- 
pression, for at operation no infiltration of 
neighboring walls or mesentery was _ ob- 
served; the regional glands seemed normal. 
The pathologist’s diagnosis, therefore, came 
as a surprise. 

This was a pure intestinal form of Hodg- 
kin’s sarcoma that underwent its mutations 
(paragranuloma, granuloma, sarcoma) in 
situ, appearing in an unusual manner without 
apparent alteration of the reticuloendothelial 
system or any symptoms to awaken suspicion 
of Hodgkin’s disease, much less of sarcoma. 


D’Alotto, V.; Gallastegui, C. A., and Code, 
H.: Malignant Tumours of Small Intestine, 
Prensa med. argent. 41:57, 1954. 

A clinical and roentgen study of 13 cases 
observed over twelve years is presented, rep- 
resenting 40 per cent of tumors of the diges- 
tive tract registered at the Instituto Nacional 
de Gastroenterolgia. 

Location (duodenal, 5 per cent; jejunal 
15 per cent; ileal 5 per cent); age (average 
14); sex (female predominating, 5 per cent, 


333 





ARGENTINE ABSTRACTS 


which disagrees with the observations of 
other workers); pathologic character (most 
frequently adenocarcinoma and next lympho- 
sarcoma, neither carcinoid nor melanoma 
having been observed by the authors); me- 
tastases (rare in adenocarcinoma except in 
scirrhous or ring cancer forms in which they 
are early, unusual in sarcoma and later; 
melanoma is considered a metastatic form 
of extraintestinal primitive tumor) are re- 
viewed. 

Symptoms (bleeding, obstruction, palpable 
lump); general signs (neoplastic impregna- 
tion, anorexia, loss of weight and asthenia), 
and other symptoms, such as _ intractable 
jaundice in 1 case, caused by tumor of the 
second portion of the duodenum, invading 
Vater’s ampulla, are analyzed. 

Roentgen study gave the correct diagnosis 
in 100 per cent of cases. Laboratory tests 
showed occult blood in the feces in 3 cases 
and hypochromic anemia in 1. 

The condition was suspected clinically be- 
fore roentgen examination or operation con- 
firmed it in 30 per cent of the cases. 


Radice, J. C., and Kaplan, S.: Intestinal 
Occlusion by Dried Peaches (Carcinoid of 
Small Intestine and Sigmoid Adenocarcino- 
ma), Bol. y. Trab. de la Soc. Argent. de Ciru- 
janos 23:713, 1953. 

A case is reported of intestinal block 
brought about by swallowing dried peaches 
in large quantities without chewing, which 
were held up at the level of an intestinal 
carcinoid. After excision of the tumor the 
obstruction was repeated, and an emergency 
operation revealed an adenocarcinoma of the 
sigmoid. 

The patient, a woman, had a history of 
repeated abdominal colic that originally 
might have been attributed to chronic chole- 
cystitis. 


Dorado, H. J., and Daneri, I.: Hematog- 
enous Acute Appendicitis, Prensa med. ar- 
gent. 41:130, 1954. 

The authors report a case of their own 
observation, and go on to consider the patho- 
genesis of acute appendicitis, which turns 
on the route by which the germs reach the 
appendix and attach themselves to its mu- 
cosa. They divide the hypotheses that ex- 
plain the origin of infection into three 
groups: 

a. Hematogenous: The blood is a vehicle 
for germs. 
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b. Intestinal: The germs come from the 
nearby ileum and cecum. 

c. Pre-existent bacteria: The germs are 
already in the appendix and their virulence 
has increased. 

Experience has confirmed the last-men- 
tioned theory, but the hematogenous route 
has occasionally been observed, and the au- 
thors’ comment on this subject. They em- 
phasize its importance as a possibility that 
must not be lost sight of; for instance, when 
abdominal pain appears in a patient who has 
fever, appendicitis should be remembered as 
a possibility even when influenza, angina or 
tonsillitis has been diagnosed. 

The picture is atypical, but there is al- 
ways pain on the lower right side of the 
abdomen, and it should be ruled out by pal- 
pation each time the patient is examined. 


Luna, C. A. F., and Tinelli, J. C.: Retroce- 
cal Acute Appendicitis, Prensa med. argent. 
41:286, 1954. 

Attention is called to the seriousness of 
the condition; the frequency of the larval 
form is pointed out; outstanding signs and 
symptoms are remarked on; surgical technic 
is revised briefly, and a few cases in point 
are reported. 


GYNECOLOGICAL SURGERY 


Odisio, A. A., and Bazan, W. H.: Hemor- 
rhagic Corpus Luteum: A Contribution to 
Casuistics, Prensa med. argent. 41:286, 1954. 

Four cases are reported. Operation was 
performed in the first 3 with a diagnosis of 
acute appendicitis; the diagnosis in the 
fourth case was presumable ovarian hem- 
orrhage. 


Lienhard, C. P., and Halliburton, J. C.: 
Adenocarcinoma of Endometrium and Granu- 
losa Cell Tumour: Personal Observation, 
Prensa med. argent. 1:286, 1954. 

A new case is reported of granulosa cell 
tumor of the ovary combined with adenocar- 
cinoma of the endometrium in a patient who 
had two more growths, a uterine myoma and 
a dermoid cyst of the ovary on the contra- 
lateral side. Such an unusual combination 
of 4 growths in the same genital system sug- 
gests a hereditary predisposition. 

The possible connection between endome- 
trial carcinoma and granulosa cell tumor is 
discussed, considering that the former grew 
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in a patient with the “blastomatous diathe- 
sis,” encouraged by hyperestrogenism, as 
shown by pathologic and clinical criteria 
(myoma; polypoid hyperplasia of the endome- 
trium; uterine bleeding). The possibility of 
other factors (chronic irritation, inflamma- 
tion, virus infection, some factor similar to 
Bittner’s milk factor) is not denied, and it 
is considered that further clinical and patho- 
logic study will clarify the problem. 

The literature is reviewed, and to Novak’s 
54 cases are added 21 plus the authors’, 
bringing the total up to 76 for what Novak 
called combined tumors (feminizing tumor 
of the ovary and carcinoma of the endome- 
trium). In 36 there was a granulosa cell 
tumor, (47.4 per cent), and in 40 a thecoma 
(52.6 per cent). The predominance of the- 
coma is curious, as this is much rarer than 
the granulosa cell tumor, a point in favor of 
those who argue that estrogen is secreted by 
the thecal elements even in granulosa cell 
tumors. The coexistence of uterine tumors 
with feminizing tumors of the uterus is fre- 
quent (45 per cent). 


Chiodi, J. H.; Sciortino, J. B., and Tinelli, 
J. C.: Acute Abdominal Disease Caused by 
Hemoperitoneum of Non-Gravidic Ovarian 
Origin, Prensa med. argent. 41:527, 1954. 

Fifteen out of 179 gynecologic hemoperi- 
toneum observed over twelve years were due 
to ovarian causes. Hemoperitoneum was 
diagnosed in 4 cases. In 9 the condition was 
attributed to acute appendicitis, in 1 to tor- 
sion of an ovarian cyst pedicle and in 1 
to acute cholecystitis. The cause was not 
determined in any case; (in those in which 
hemoperitoneum was diagnosed the acute 
disease was attributed to complicated ectopic 
pregnancy and in 1 to postoperative hem- 
orrhage). 

A case of phlegmonous appendicitis and 
bleeding ovary similar to that of Blanc, 
Blaine and Mauclaire is reported. 

Culdocentesis was performed routinely in 
the presence of abdominal pictures resem- 
bling acute appendicitis. 

Palpation by the Scandinavian maneuver, 
with the patient standing, is valuable in 
localizing the condition causing acute dis- 
ease of the abdomen. 

Jalaguier’s incision provides an easy solu- 
tion in doubtful cases. The purpose of the 
paper is to remind surgeons of the existence 
of the condition when faced with differential 
diagnosis of acute abdominal disease. 
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Arganaraz, J. M., and Lederer Outes, J.: 
Demons-Meigs Syndrome, Prensa med. ar- 
gent. 41:540, 1954. 

The authors report a case they consider 
important because of its rarity; in practice, 
few patients have ascitis and hydrothorax 
combined with a benign tumor of the ovary. 

The literature is reviewed, anatomy, clini- 
cal course and prognosis of Meigs’ syndrome 
are analyzed, and the case of the patient 
yperated on by the author is reported. 

This brief contribution to the literature 
on this syndrome ends with the remark that, 
vhatever the patient’s age, after a brief pre- 
operative period, total excision of the tumor 
should be performed without delay. Once the 
-ondition has been diagnosed, which is not 
hard for a surgeon familiar with its fea- 
ures, operation should be performed imme- 
iiately. 


Figueroa Casa, P.: Monophasic Cycles and 
Menstrual Rhythm, Semana med. 104:151, 
1954. 

One hundred and thirty-three patients who 
complained of sterility were examined and 
endometrial biopsy performed routinely. In 
56.39 per cent menstruation was regular; 
43.6 per cent had changes in rhythm, quan- 
tity and duration. Of the first group, 2.66 
per cent had proliferating endometrium; 
90.66 per cent secreting and 6.66 per cent 
tuberculous endometritis. Of the second 
group, 77.58 per cent had proliferating or 
atrophic endometrium; 13.79 per cent secret- 
ing, and 8.62 per cent mixed. 

Analyzing, the author draws the following 
conclusions: 

1. Monophasic cycles are rare in women 
who menstruate regularly. 

2. Such cycles are frequent in women who 
menstruate irregularly, but they may have 
biphasic cycles, which are more frequent 
than monophasic cycles in women who men- 
struate regularly. 

3. Tuberculous endometritis is more fre- 
quent than anovulatory cycles in women who 
menstruate regularly. 


Nogues, A. E.; Guiza, H. L., and Otturi, 
J. E.: Treatment of Suppurating Ovaritis, 
Semana med. 104:213, 1954. 


Treatment of suppurating ovaritis is main- 
ly surgical; antibiotics improve its course 
and surgical prognosis, but are unable to 
prevent the formation of the abscess once 
the stroma has become infiltrated, which is 
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characteristic of the beginning of the disease. 
Physiotherapy, which can only be used in 
certain well-defined cases (settled chronic 
course, low sedimentation rate) improves con- 
ditions for operation but never effects a cure. 

The excision of the lesion must be com- 
plete; operation may be conservative in 
young women (partial or unilateral oophorec- 
tomy, with or without salpingectomy) and 
radical (total adnexohysterectomy) in wom- 
en near the menopause. 

Drainage tends to be suppressed; the anti- 
biotic drugs complement surgical treatment, 
their dosage depending on the nature and 
intensity of the infection; sulfa drugs are 
used locally during the operation. Thus com- 
plications are reduced and even deaths pre- 
vented. 


Albertelli, J. F., and Schiaveo, C. D.: End 
Results of Surgery for Sterility Due to Bilat- 
eral Tubal Obstruction: Its Value as a Basis 
for a New Plan of Treatment, Semana med. 
103:805, 1953. 

Treatment of sterility due to bilateral 
tubal obstruction of many years’ standing is 
disheartening, for when obstruction has 
reached an advanced stage the usual treat- 
ment is a failure. This may be due to un- 
wise management at a time when there was 
yet hope. This is confirmed by the authors’ 
experience. They have been successful with 
patients who had had no study or treatment. 

When this is not the case, surgical cor- 
rection of the obstruction is the only solution 
of the problem, but results obtained thus far 
are not encouraging. The authors, therefore, 
have added to the usual methods; their plan 
of management associates classic surgical 
treatment, medicine and physiotherapy, with 
ACTH or cortisone as an antiphlogistic. They 
give the rules that should be followed if 
failure is to be avoided. 

End results are not yet obtainable so far 
as pregnancy is concerned, but permeability 
of the tubes is preserved in all the patients 
operated on. The authors state that, from 
a study of the literature, they seem to be 
the first to use ACTH for this purpose. That 
and the novelty of their surgical criterion 
justify the publication. 


SURGERY OF THE ENDOCRINES 


Tachella Costa, A.: Diagnosis and Treat- 
ment of Hyperthyroidism, Semana med. 
103:879, 1953. 








A minute study of: the subject is made. 
It is necessary to emphasize that if one con- 
siders the present state of surgical indica- 
tions in cases of hyperthyroidism, the para- 
dox becomes apparent that the best proof and 
measure of the value of medical treatment 
is the fact that under its influence it is now 
possible to operate almost without risk. Ac- 
count must be taken also of more careful 
methods, better anesthesia and improved sur- 
gical technic. 

Once clinical improvement has been ob- 
tained, it is not always easy to decide whether 
a medical or a surgical program should be 
chosen. The author gives a comparative table 
of advantages and disadvantages of the sev- 
eral treatments for hyperthyroidism, includ- 
ing iodine, surgical intervention and radioac- 
tive iodine, as a means of clearing up doubt. 


SURGERY OF LIVER, BILE DUCTS AND PANCREAS 


Delrio, J. M. A., and Guastavino, G. N.: 
Hepatoma with Recidivation and Amyloido- 
sis, Soc. de Cir. de Buenos Aires Bol. y Trab. 
37:625, 1953. 

A case is reported of adenoma of the liver 
in which, eight years after surgical removal, 
multiple tumors and amyloidosis were ob- 
served in the liver by surgical exploration 
and in the kidney by clinical study, without 
any history to suggest the condition. The 
literature on the subject is reviewed and the 
tumors commented upon. 


Rivas Diez, B.: Broncho-Biliary Fistula of 
Hydatid Origin, Acad. argent. de Cir. Bol. y 
Trab. 37:574, 1953. 

This is a short report on a patient operated 
on by the author after profuse bilioptisis, 
demonstrating a hepatobronchial communica- 
tion borne out by roentgen study. The opera- 
tion, which was followed by cure, is briefly 
outlined. 


De La Vega, C. A.: The Portal System. 
Acad. argent. de Cir. Bol. y Trab. 37:528, 
1953. 

The author brings the subject up to date. 
In his opinion he is the first to have used 
pyelophlebographic methods experimentally 
in the Argentine. The procedure is funda- 
mentally important to understanding of por- 
tal hypertension and its treatment. 

After a minute revision of the subject, 
the author dedicates a chapter to the surgi- 
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cal aspect of the problem. He favors Squn- 
ders’s transverse incision; exploration and 
pyelophlebographic examination; enlarge- 
ment of the incision to one side of the thorax; 
vascular anastomosis, control pyelophlebo- 
graphic study and suture. 


Sosa Gallardo, C. A.: A Critical Study of 
the Various Techniques for Surgical Bile- 
Duct Manometry, Soc. de Cir. de Cordoba 
Bol. y Trab. 4-5-6-7:100 June-July 1953. 

The Mallet-Guy, Caroli, Roux and Le 
Canuet, and Fogliatti technics are reviewed 
and criticized, and objections to their use 
when the patient has stones are considered. 
The methods are of value when there are 
functional disturbances of accessory bile 
ducts. 

When lithiasis is present these technics 
are objected to because, apart from difficult, 
they offer no advantage over the impression 
obtained by clinical procedures and the cer- 
tainty attained by operative cholangiographic 
study. 


Magistocchi, L. A., and Aguirre, J. A.: 
Transcutaneous Cholangiography, Orienta- 
cion Medica 68:414 (Dec. 25) 1953; Soc. de 
Cir. de Buenos Aires Bol. y Trab. 37:666, 
1953. 

The authors report a limited but positive 
experience in the use of transcutaneous 
cholangiographic procedures when diagnosis 
was difficult and operation risky without the 
corroboration of this method, which has giv- 
en them the certainty of roentgen diagnosis 
to support medical examination before op- 
eration. From the experience of others and 
their own, they state that the method is very 
simple and—much more important—harm- 
less to the patient, who has to put up with 
no more discomfort than is involved, for ex- 
ample, in an excretory pyelographic exami- 
nation. 

The technic is described and 3 cases ob- 
served by the authors are reported, with 
reproduction of 10 cholangiographic studies. 
In the authors’ opinion the method will be 
found indispensable in many cases; its in- 
dications are precise, and it will be valuable 
as an aid to the classic methods of diagno- 
sis in solving complex syndromes of the bile 
ducts, both intrahepatic and extrahepatic. 


De Nicola, C. P.: Intravenous Cholangiog- 
raphy, Soc. de Cir. de Buenos Aires Bol. y 
Trab. 37:592, 1953. 
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Opacification of gall ducts by means of 
‘he substances used in cholecystographic had 
iot yet been obtained. Only in exceptional 
cases, after giving administration of Boy- 
len’s stimulant, had it been possible to make 
he cystic and common ducts visible. Surgi- 
‘al cholangiographic investigation had been 
the only known procedure. The creation of 
3H 216, therefore, which allows cholan- 
‘iographic study by the intravenous route, 
s a real advance. 

The composition of the drug, its character- 
sties, the technic of its use and its advan- 
iges are described. It is quick (the gall- 
ladder is opaque two hours after injection). 
‘ut its greatest virtue is that the drug makes 
t possible at the time to obtain opacity of 
ne hepatic, common and cystic ducts even 
a cholecystectomized patients. If the gall- 
ladder and the ducts are not opacified, one 
an be certain that disease is present. In 

excluded gallbladders and those not opaci- 
lied per os. SH 216 obtains opacity. The 
drug requires no preparation of the patient. 


Acerbal, J., and Massarelli, A.: Congenital 
Anomalies of Gall-Bladder; Agenesia; Dou- 
ble Gall-Bladder, Bol. Soc. de Cir. de Rosario 
20:89, 1953. 

Anomalies of the gallbladder are rarely 
encountered. In 1947, Gross collected 147 
cases from the literature, though his re- 
search was not exhaustive. Many are of 
purely academic interest, but some require 
surgical treatment, so that it is necessary 
to be acquainted with them in order to decide 
at operation on the tactics and technic of 
choice, as in the presence of double gall- 
bladder and malposition. The embryologic 
background of the gallbladder is outlined, 
and agenesia and double gallbladder are 
commented on, with examples from 2 cases 
investigated by the authors. 


Marchese, M. J., and Viqueira Casal, J.: 
Flat Cell Epithelioma of Gall-Bladder; Chole- 
cysto-Duodenal Fistula, Arch. Argent. de 
Enferm. d. Ap. Digest 28:49, 1953. 

The case of a patient with epithelioma 
of the gallbladder is reported. This tumor 
is rarer than adenocarcinoma. The following 
comments are made: 

“This is a case for the already well-trod- 
den paths of early diagnosis. The patient 
had a history of gallstones but had been 
examined neither by tube nor by roentgen 
ray. The disease ran its course and pain 
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became constant, followed by bleeding in the 
higher portion of the digestive tract and 
evident worsening of general health. Then 
signs appeared of a tumor in the right hy- 
pochondrium. Proper treatment might have 
prevented development of the tumor or 
nipped it in the bud.” In consequence, the 
authors arrive at the following conclusions: 

1. Operation is the only treatment for can- 
cer of the gallbladder. 

2. The prognosis of cancer of the gall- 
bladder is pessimistic. 

3. Early diagnosis is the only hope of cure 
or even temporary relief. 

4. Epithelioma of the gallbladder is pre- 
ceded by metaplasia. 


Abramor, J. A., and Ingber, E.: Echinococ- 
cus of Gall-Bladder and Nephropathy in a 
Case of Situs Viscerum Inversus Totalis, 
Semana med. 104:107, 1954. 


All the viscera of the thorax and abdomen 
occupy the opposite side of the cavity, giv- 
ing a mirror-image of normal conditions. 
This is the extreme expression of inverted 
symmetry, which begins with left-handed- 
ness and double hair-whorls in the scalp. 

Known cases of this anomaly are reviewed, 
and the theories that attempt to explain it 
are discussed. The history of 1 case ob- 
served by the authors is recounted, in 
which tumor of the gallbladder and nephrop- 
athy were diagnosed in a patient all of 
whose viscera were inverted. The patient 
was sent to a surgeon who opened the left 
hypochondrium and removed the gallblad- 
der, together, with a hydatid cyst. Inciden- 
tally, a Weinberg-Cassoni test, correctly per- 
formed, gave negative results. 


Gondra, M. D.; Urien, I. D., and Iturrioz, 
T.: Gall-Bladder on the Left Side, Prensa 
med. argent. 41:124, 1954. 


A new case of gallbladder on the left side 
is reported, and some earlier cases are ana- 
lyzed. From a review of the literature, it 
appears that this is the first case observed 
in the Argentine and the seventeenth in the 
world. The authors who have written on the 
anomaly in question are listed. 

Since there is nothing in the symptoms 
of disease affecting a gallbladder to indicate 
that it is on the left side, it is advisable 
routinely to take cholecystograms on large 
plates before diagnosing excluded gallblad- 
der when the roentgen plates that show only 
the right hypochondrium fail to reveal any 





abnormality. 

The authors remark in closing that the 
presence of an abnormally wide falciform 
ligament may hide an ectopic gallbladder 
from a surgeon who uses the classic incision 
for bile ducts, thus inducing erroneous man- 
agement. 


Ferracani, R. S.: Plastic Surgery of Bile 
Ducts with Vitallium Tube: End Results, 
Soc. de Cir. de Buenos Aires Bol. y Trab. 
37:685, 1953. 

A roentgenogram is presented showing a 
vitallium tube in a patient aged 41, operated 
on eleven years earlier for an accidental 
injury to the bile ducts; a plastic operation 
over a tube of vitallium was performed, and, 
in spite of the lapse of time, there have 
been none of the difficulties that complicate 
plastic operations on the bile ducts, such as 
obstruction of the guide tube or elimination, 
whatever its nature or the technic employed. 

The same patient was operated on later 
for eventration, and it was thus possible to 
check on the hepatobiliary conditions, show- 
ing elimination by duodenal tube of abundant 
bile, macroscopically and microscopically 
normal, with a normal hepatogram. 


Christmann, F. E.: Biliary Dyskinesia, 
Prensa med. argent. 41:833, 1954. 


The author states that in the past five 
years he performed 96 papillotomies on 595 
patients operated on for extrahepatic bile 
ducts, for divers causes and using different 
technics. In several instances there was pure 
dyskinesia; the majority of the patients had 
gallstones. They have been followed up. 
The author has had 89.7 per cent of good 
results from papillotomy, so that his unfavor- 
able results have dropped to 10 per cent of 
operations on bile ducts, confirming the view 
that biliary dyskinesia is an “anatomofunc- 
tional” disturbance of Oddi’s sphincter that 
may be corrected surgically by papillotomy. 


Ferracani, R. S.: Accidental Section of Bile 
Ducts; Lahey Repair, Soc. de Cir. de Buenos 
Aires Bol. y Trab. 37:679, 1953. 

The author reports results a little over a 
year after operation on a woman on whom 
Lahey’s procedure for repair of bile ducts 
was performed and the common duct was 
accidentally severed during cholecystectomy. 
The operation and postoperative course are 
described. 
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Etcheverry, M. B., and de la Vega, C. A.: 
Benign Epithelial Tumours of Extrahepatic 
Bile Ducts, Arch. Argent. de Enferm. d. Ap. 
Digest. 28:39, 1953. 

A report on 2 observations of benign tu- 
mor of the extrahepatic bile ducts, both af- 
fecting the gallbladder, is presented. Three 
bibliographic lists are included. 

The advantages of a uniform nomenclature 
are emphasized. The difficulty of clinical 
diagnosis is pointed out, and the use of 
agents permitting preoperative roentgen 
study of the bile ducts is encouraged. 


Yodice, A.; Le Chiare, F., and Pasman, H. 
R.: Cancer of Head of Pancreas, Semana 
med. 104:265, 1954. 

The authors report their personal experi- 
ence with tumors of the head of pancreas, 
excluding the body, tail and Vater’s ampulla. 
This experience led them to the following 
conclusions: 

1. As with any cancer, if operation is to 
be successful and the patient to survive for 
any length of time, diagnosis must be prompt. 

2. Diagnosis of cancer of the head of the 
pancreas is difficult. Its presence may be 
presumed when jaundice of more than a 
month’s duration appears in a male patient 
without previous history of biliary disease. 

3. Only tumor cells in the duodenal fluid 
can certify the diagnosis. 

4. Diagnosis at operation is made by bi- 
opsy of neighboring glands of the consist- 
ency of shot, or by deep biopsy of the pan- 
creas. 

5. Operation may be performed in one 
stage if the patient is young and jaundice 
has not been present for much more than 
a month. 

6. In the remaining cases, if jaundice does 
not improve with duodenal sounding and 
bilirubinemia is not diminished, operation 
should be performed in two stages. 


NEUROLOGIC SURGERY 


Fracassi, H.: Comments on the Paper “Re- 
marks on the So-Called Parietoprefrontal 
Bundle Described by Professor Fracassi,” 
Which Bears the Signatures of Prof. Raul 
Matera, Diego Outes, and Auturo Carrillo, 
Prensa med. argent. 41:134, 1954. 

As the title suggests this paper is a reply 
to the aforementioned authors in connection 
with a paper they published on the subject 
(Rev. Cap. Argentino 2:168, 1953). Its pur- 
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pose is to remove doubts that might arise 
in the reader’s mind, inducing those who 
practice the surgical treatment of pain to 
doubt the existence of the bundle described 
by the author, thus depriving their patients 
of a surgical resource as humanitarian as 
it is efficient. He gives proof of the bundle’s 
existence, its functional importance and the 
effectiveness of its section, showing that it 
has never before been identified by any in- 
vestigator. 

The author demonstrates also that the 
arcuatum described by others is completely 
independent of his parietoprefrontal bundle, 
that tractotomy by the technic he suggests 
produces instantaneous suppression of pain. 
He urges colleagues to try it so that they 
may judge of its results. 


Carrillo, R.; Matera, R. F., and Perino, F. 
R.: Subdural Hematomas in Geriatric Medi- 
cine, Archivos de Neurocirugia 9:220, 1952; 
Orientacion Med. 71:453 (Jan. 8) 1954. 

Six cases of subdural hematoma in aged 
patients are reported, and the clinical char- 
acteristics of such hematomas are studied. 
From the authors’ observations the follow- 
ing conclusions are drawn: 

With chronic hematomas trauma may be 
negligible. The lucid period lasts days or 
months; attention is drawn to predominating 
mental disturbance which may be taken, if 
it is alone, for a sign of senility. In other 
cases hemiplegia appears, and if the pa- 
tient is hypertensive, arteriosclerotic or sub- 
ject to vascular disease it may be confused 
with softening of the brain. Finally, the con- 
dition may run a course similar to that of 
brain tumors. 

In all cases, careful questioning, simple 
roentgenograms and especially pneumoen- 
cephalographic and ventriculographic study 
lead to correct diagnosis. 

A simple operation with two trephine 
holes performed with the aid of local an- 
esthesia, is usually sufficient to evacuate the 
hematoma and bring about the patient’s 
complete recovery. 


Pereyra Kafer, J.; Rolla, E. H., and Poch, 
G. F.: Subdural Spinal Abscess, Prensa med. 
argent. 41:98, 1954. 

The authors report the eighth case regis- 
tered in the world literature of subacute sub- 
dural spinal abscess. Autopsy documents are 
included. 

The material available on the subject is 
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discussed and a classification suggested. 


Albertengo, J. R., and Garrote, L. O.: Tu- 
mours of Temporal Lobe; Clinical Diagnosis, 
An. de Cir. (Rosario) 18:18, 19538. 

The possibilities of clinical diagnosis of 
pure temporal tumors are considered. The 
paper is divided into four parts. In the first, 
the embryologic, anatomic and histologic as- 
pects of the temporal lobe are studied. In 
the second, recent advances in neurophysi- 
ologic knowledge of the temporal lobe are 
reviewed. In the third, the authors refer to 
the histologic types, frequency and origin of 
tumors of the temporal lobe. In the fourth 
they study the signs and symptoms, in order 
of importance, that lead to diagnosis. 


Matera, R. F.; Insausti, T.: Perino, F. R., 
and Udvarhelyi, J.: Cartoid-Cavernous Fis- 
tula; Clinical and Arteriographic Study; Sur- 
gical Treatment, Archivos de Neurocirugia 
9:206, 1952. 

In connection with 4 traumatic cases, the 
authors consider definition, etiologic factors 
and physiopathic aspects; they insist on the 
existence of the circular sinus, which would 
explain double pulsating exophthalmos, the 
contralateral more intense, and the contra- 
lateral alone if the ophthalmic vein on the 
fistulous side is thrombosed. 

Arteriographic studies were performed, 
and the authors point out the angiographic 
features of the condition, emphasizing vis- 
ualization of the cavernous sinus and its 
venous tributaries and the importance of 
bilateral angiographic study before surgical 
procedure is undertaken. Each of the 4 cases 
is discussed individually. 

Treatment and its grounds are outlined. 
It should aim at thrombosis of the fistula. 
Two of the patients underwent Brooks op- 
eration, and results up to the time of writ- 
ing had been satisfactory. The authors con- 
sider the operation performed by Zeller 
(1911) ideal—ligature of the carotid artery 
in the neck, in its intracranial portion, at 
the point where it leaves the cavernous sinus, 
and obstruction of the ophthalmic artery. 


Marottoli, O., and Didier, A.: Nervous Le- 
sions in Synovial Cysts, An. de Cir. (Rosario) 
18:49, 1953. 

This is a general discussion of tenosynovial 
or arthrosynovial cysts, also called ganglions, 
which develop near limb joints, particularly 
on the dorsal aspect of the wrist. The cause 
of these lesions is not clear, though trauma 











is admittedly important. The lump is usu- 
ally the only manifestation of this benign 
and common condition; on the rare occasions 
when pain is produced, it is circumscribed 
to the lump or at most is connected with 
some chronic or associated joint trouble. 
However, on occasion, in certain locations 
and under special anatomic conditions, it 
may compress a nervous trunk and give rise 
to varying neurologic symptoms. 

Earlier papers on the subject are reviewed, 
and the cases of 3 patients with evident 
neurologic symptoms due to compression by 
synovial cysts, 2 of the wrist and 1 of the 
knee, are reported. The paper closes with 
remarks on the clinical picture, observations 
at operation and the postoperative course, 
not unlike those offered by other writers. 

The only effective treatment is excision of 
the cyst, wherever it may be located, if it 
causes neurologic discomfort, and, as is usu- 
al in cases of neurodocitis, results will be 
the more satisfactory the earlier the nerve 
trunk is liberated. 


Quirno, N.; Defilippo, R. A., and Mieres, 
A.: Retroperitoneal Sympathocytoma, Semana 
med. 104:311, 1954. 

The history of tumors of sympathetic ori- 
gin is reviewed. The histogenesis accepted 
by different authors is cited and the main 
features of these tumors outlined. The clini- 
cal and pathologic aspects assumed by those 
which are malignant by nature and a case 
of ganglioneuroma observed at autopsy in 
the left retroperitoneal region, between the 
adrenal gland and the kidney, are described. 


Nocito, F. J.: Sciatica from Hernia of In- 
tervertebral Disc: Causes of Failure of Sur- 
gery, Soc. de Cir. de Buenos Aires Bol. y 
Trab. 37:619, 1953. 

The author reports a case of sciatica from 
herniation of an intervertebral disc in which 
surgical treatment failed owing to mistaken 
localization. Operation, after myelographic 
study, showed a disc hernia with calcification 
of the common posterior vertebral ligament, 
requiring sensitive radicotomy. In connec- 
tion with this case, the author classifies 
causes of surgical failure and suggests means 
of avoiding them. 


Pereyra Kafer, J.; Poch, G. F., and Rolla, 
E.: Glomus Tumour — Angiomyoneuroma: 
Report on a Case with Microscopic Study, 
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Prensa med. argent. 41:331, 1954. 

This clinical picture, which is easily diag- 
nosed and surgically treated with constant 
success, is fairly frequent, 25 cases having 
been reported from the Argentine. A brief 
historical survey of the condition is given 
by the authors who remark that its acquaint- 
ance is very useful to neurologists and psy- 
chiatrists, as it may explain some types of 
peripheral pain. 

A case is reported. Comment follows as 
to normal glomus and glomus tumors, with 
reference to national casuistics. From a 
study of the literature it is inferred that 
pain originating in a glomus tumor may be 
confused with certain peripheral or cordal 
neurologic and functional psychiatric syn- 
dromes. 

The neuropsychiatrist who has to deal 
with one of these cases faces the following 
risks: 

(a) The tendency to relate pain to a high 
lesion, neglecting peripheral exploration; (b) 
the danger of attributing the pain to the 
patient’s psychic function and classing him 
as a neurotic, hysteric, malingerer, etc., and 
(c) confusion of the picture with that of 
causalgia. 

For those who practice industrial medicine 
it will be useful to remember the possibility 
of a glomus tumor in patients who complain 
for a long time of very intense peripheral 
pain, with the features described, and con- 
necting it with real or supposed trauma. 


Bardecci, C. A., and Christensen, J. C.: 
Multiple Meningioma of Malignant Course, 
Prensa med. argent. 41:487, 1954. 

Report on a case of cordal multiple men- 
ingioma with probable metastasis in the 
right pontocerebellar angle is reported. The 
tumor ran a rapid course, which is not 
common. 

A microscopic study was made of the two 
tumors excised, and the prognostic impor- 
tance of zones with young cells or mitotic 
cells is emphasized. 

Prolonged radium therapy is considered 
to have been important in the characteristics 
of tumor in the case reported, as well as in 
its unusual course. 


OBSTETRIC SURGERY 


Luna, C. A. F.: Primitive Ovarian Preg- 
nancy, Prensa med. argent. 41:291, 1954. 
After defining this condition as the preg- 
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nancy implanted and developed in the ovary 
from fecundation of the ovule on, the author 
analyzes the diagnostic conditions laid down 
by other writers and reviews the literature. 

After discussing the etiologic factors, and 
pathogenesis, pathologic picture, symptoms 
and treatment (which is surgical), the au- 
thor reports a case observed by him in which 
the four conditions demanded by Spiegeoberg 
were fulfilled: 

1. The fallopian tube and ovarian fimbria 
were intact and separated from the ovary. 

2. The ovum sac occupied the normal place 
of the ovary. 

3. The sac was joined to the uterus by the 
ovarian ligament. 

4. There was ovarian tissue in the wall of 
the sac. 

In this case the tube was not excised, since 
it was totally separate from the ovary and 
its appearance was completely normal. The 
ruptured ovary alone was evidently diseased, 
and the author considered that it would have 
been an unnecessary mutilation for a young 
woman. 

The pathologist’s report confirmed the 
diagnosis of ovarian pregnancy. 


Baldi, E. M., and Perea, J. J.: Comparative 
Value of Methods of Inducing Labour: Ex- 
perience at the Maternity Institute, Alvear 
Hospital, Semana med. 104:138, 1954. 

This is a brief outline of results obtained 
with divers methods from 1935 up to the 
present time. The authors do not dwell on 
technical details or the circumstances that 
indicate them. The indirect methods used 
were: Watson’s; Abuerl’s; administration 
of calcium-quinine and intraspinal injection 
of chloride solution; direct, and the use of 
an intrauterine catheter with antibiotic and 
antispasmodic medication—a modern version, 
so to speak, of Krause’s old method. 

The authors summarize their experience, 
saying that they have yet a long way to go 
before they obtain the perfect method of in- 
duction for rapidity and certainty of re- 
sponse, efficiency and harmlessness. Of 
those in use, they prefer Watson’s (with 
preparatory use of estrogens, particularly in 
primiparae) among the indirect methods and 
the intrauterine catheter with penicillin and 
antispasmodics among the direct methods. 


Martini, J. L.: Viruses and Pregnancy, 
Semana med. 104:244, 1954. 
It can be said that a woman who has a 
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virus infection during the early months of 
pregnancy is in more danger of having a 
baby with congenital anomalies than one who 
has not, especially if the infection was rube- 
ola. The relation between rubeola and fetal 
malformation is borne out by statistics, ex- 
periment, seasonal fluctuation of fetal dis- 
ease and the “embryopathic time-table.” The 
calculated risk of having a deformed baby 
is 50 per cent for women who have rubeola 
during the first and second months; about 
30 per cent for the third; 20 per cent for the 
fourth, and practically nil after the fifth. 
The most widely accepted pathogenesis is 
direct action of the virus on the fetus after 
passing through the chorionic barrier. 

The consequence of virosis in the mother 
may be: (a) abortion; (b) premature labor 
or labor at term with stillbirth; (c) prema- 
ture or full term labor with a deformed baby, 
or (d) premature or full term labor with a 
live baby showing signs of the mother’s 
virosis. Gregg’s syndrome consists of cata- 
ract, microphthalmia, deafness and malfor- 
mations of the heart; it may be complete or 
incomplete and may be associated with other 
congenital malformations. In order to estab- 
lish the condition as due to a virus, the moth- 
er’s disease must have been proved. Pro- 
phylaxis consists of avoiding infection and 
of active and passive immunization. 

The author denies that induced abortion is 
medically indicated. He does not consider it 
justified by social standards and points out 
that it is punished by our penal code, is 
against natural law and is condemned by the 
State Church. In short, the risk entailed by 
rubeola for pregnant woman must be com- 
bated by the joint action of several special- 
ists for the maximum of success. 


Merchante, F. R.: Treatment of the Dia- 
betic Gravida, Semana med. 104:289, 1954. 


The influence of pregnancy on diabetes 
and of diabetes on pregnancy and the baby 
is discussed. Reference is made to diagnosis 
of the disease during pregnancy and its 
treatment is outlined as: (1) diet; (2) ad- 
ministration of insulin; (3) general care; 
(4) gonad hormone therapy, and (5) obstetric 
management favoring delivery before term 
calculated in nearly every case, with a 
cesarean operation at eight to eight and one- 
half months in 70 per cent of the cases. 
Special care of the baby is also advised. 
The study includes 33 cases of pregnancy 
with diabetes. 
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There were 6 stillbirths (18.18 per cent) 
and 27 live babies (81.82 per cent). Twenty- 
four patients had cesarean section (72.72 
per cent); 23 of the babies lived (95.83 per 
cent), and 1 died thirty-six hours after birth 
(4.17 per cent). 

In 11 cases observed by the author, there 
were 2 normal deliveries with live babies and 
9 cesarean sections with 8 live babies. Sur- 
vival of 10 babies out of 11 is 90.90 per cent, 
although high doses of hormones, as sug- 
gested by other authors, were not used. That 
is why the author thinks his series may have 
been fortunate and is subject to improve- 
ment. 


Serantes, N. A.: Obesity and Pregnancy, 
Semana med. 103:949, 1953. 

A study of 31 obese gravidae assisted at 
the Department of Nutrition and Pregnancy 
of the Instituto Nacional de la Nutricion is 
described. In the patients’ obstetric histories 
more abnormal pregnancies, a higher still- 
birth rate, a higher neonatal death rate and 
a greater frequency of fetal gigantism were 
found. The figures are similar to those re- 
corded for pregnancies in diabetic women 
in the prediabetic period. 


Sugar metabolism is studied by means of 
fasting glycemia and diagnostic glycemia 


graphs. Comparison is made between two 
groups of patients, those who did and those 
who did not have treatment during their 
pregnancy. Fewer instances of toxemia and 
more normal deliveries occurred in the group 
of patients who had undergone treatment. 
There is apparently no influence of treatment 
on the babies’ birth weight. 

Possible physiopathologic mechanisms of 
alterations in obese gravidae are discussed. 


OPHTHALMIC SURGERY 


Salleras, A.: Indications and Contraindica- 
tions for Keratoplasty, Arch. Oftal. de Buenos 
Aires 28:498, 1953. 

The author reports his experience on the 
subject, based on 172 laminary (70) or per- 
forating (102) cornea grafts. In every case 
he studied the patient personally before and 
after operation and recorded the course, com- 
plications and end results, which he passes 
on that others need not make the same mis- 
takes. It is his plan to write several papers 
on the subject; in this one he limits himself 
to the indications and contraindications of 
keratoplasty, the objects of which are: opti- 
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cal, tectonic, preparatory, cosmetic, thera- 
peutic and refractive. 

General indications and contraindications 
for the various varieties of graft (partial 
penetrating, total penetrating, and laminary) 
are reviewed. The author points out the 
favorable conditions for a corneal graft as 
follows: (1) keratoconus and familial dystro- 
phies of cornea; (2) small leukomas, non- 
vascular, that may be completely included 
in the trephine hole; (38) extensive vascu- 
larized leukomas in which the deeper layers 
remain transparent, for in such cases the 
nutrition of the graft is maintained by the 
posterior layers; (4) absence or scarcity of 
vascularization, and (5) absence of other 
morbid conditions in the eye (glaucoma, 
synechiae, etc.). 

He considers the following conditions un- 
favorable: (1) corneoconjuctival xerosis; (2) 
total or subtotal opacification with extensive 
vascularization; (3) the presence of other 
diseases (glaucoma, synechiae, etc.), and (4) 
certain acquired dystrophias (fat, Fuch’s, 
of aphakia). 


Salleras, A.: Obtention and Preservation 
of Corneas for Keratoplasty, Arch. Oftal. de 
Ba. A. 28:519, 1953. 

The use of plastic material as a solution 
for the problem of grafting in highly scle- 
rosed corneas must be rejected, because it 
is expelled after a short time, and recourse 
must be had to human material, since animal 
corneas have also failed. 

The author describes the manner of enu- 
cleation and preservation of eyes, which is 
possible for as long as ten days, though the 
author is in favor of using eyes as fresh as 
possible. 

However the corneas may have been pre- 
served, it is most important for enucleation 
to be as early as possible and to operate im- 
mediately if practicable, thus ensuring the 
best results obtainable. 


Salleras, A.: Preparation of the Eye and 
of the Patient for Keratoplasty, Arch. Oftal. 
de Bs. A. 28:535, 1953. 

The eye on which keratoplasty is to be 
performed should be prepared so that only 
that operation is performed at the time. Cir- 
cumstances, however, may demand the ex- 
traction of a lens subluxated through a 
trephine hole or section of an adhesion that 
thickness of the leukoma has prevented from 
being diagnosed before. 
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The author first outlines the care to be 
taken of the eye itself and then, in greater 
detail, the preparation of the patient, which 
is quite as important as that of the eye. He 
discusses the drugs he uses for treatment 
before operation: Fenergan, compound Er- 
gotamine, Luminal, Ampliactil or Largactil. 
He outlines premedication with all of the 
drugs listed, stating that many patients, 
after premedication, could be operated on 
after mere instillation of the local anes- 
thetic, and that some could even do without 
that. 

Diffuse block of the autonomous nervous 
system is obtained; the patient is calm, re- 
laxed, oblivious to the outside world and in- 
sensible. The author calls this state “miti- 
gated hibernation”; it lasts about forty-eight 
hours and greatly favors postoperative quiet. 
Some advice is also given about management 
immediately before operation. 


Salleras, A.: Technique of Perforating 
Keratoplasty, Arch. Oftal. de Bs. A. 28:569, 
1953. 

As the title suggests, the several aspects 
of the operation are reported: anesthesia (by 
instillation of 10 per cent cocaine each min- 
ute), akinesia (curarization), separation of 
the eyelids with Roveda retractors; obten- 
tion of the graft; trephine of the host; the 
placing of the graft in position; suture; 
reconstruction of the anterior chamber, and 
bandaging. 


Erausquin, H., and Ferrer Arata, A.: Trau- 
matic Foreign Body in Lachrymal Sac, Arch. 
Oftal. de Bs. A. 28:446, 1953. 

An unusual case is reported of localization 
of a metallic foreign body in the lachrymal 
sac, the traumatic nature of which gives 
originality to the paper. Surgical treatment 
was highly successful both technically and 
functionally, for the symptoms disappeared 
and the patient returned to normal. 


Malbran, J. L.: Lacrimal Intubation: A 
New Technique; Preliminary Report, Arch. 
Oftal. de Bs. A. 28:512, 1953. 


Although the author is not necessarily op- 
posed to dacryocystorhinostomy, he holds 
that this operation cannot be considered the 
final solution to the frequent problem of 
lacrimation and chronic dacryocystitis. It is 
too much of an operation for the trouble it 
sets to rights, and it is not foolproof; more- 
over, it is technically difficult. These facts 
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have directed lacrimal surgical technic to- 
ward what may be generically termed lacri- 
mal intubation. 

The history of this form of management is 
reviewed and the author’s technic described. 
The latter differs in general from others in 
that, instead of seeking to introduce the tube 
through an opening made on the anterior 
wall of the lachrymal sac, it favors introduc- 
tion of a polyethylene tube as a complement 
to stricturotomy, in the manner comprehen- 
sively described by Poulasrd and his disciple, 
Bastan. 


Pereira, R. F.: Use of Diathermic Electro- 
coagulation in Dacriocystorhinostomy, Arch. 
Oftal. de Bs. A. 28:575, 1953. 

The author relates his experience with 
electrocoagulation. He employed the diather- 
mic procedure he saw Barraquer Moner use, 
in order to avoid layer bleeding during the 
operation, which is an obstacle to rapid work. 
The technic used to surmount certain obsta- 
cles is described. The author states that he 
has not followed Barraquer Mora in the use 
of hexamoehonium as a hypertensive agent 
which makes it possible to operate on a blood- 
less field, with a maximum blood pressure 
of 7 millimeters of mercury. 


Zambrano, J. C.: Eye Lesions from Copy- 
ing Pencil: Contribution to Their Treatment, 
Arch. Oftal. de Bs. A. 28:475, 1953. 

The serious nature of the damage done by 
introduction of particles of copying pencil 
or aniline dye into the eye is well known; 
the action is caused by the chemical composi- 
tion of the coloring material used in their 
manufacture, which acts by chemical disinte- 
gration, is easily diffusible and affects selec- 
tively the cell nuclei, with necrosis of tissue. 

The author reports 3 cases of his own, 2 
managed medically and the third requiring 
operation for a small perforating wound at 
the inner angle which affected the conjunc- 
tiva and the subconjunctival layer. 


Cambiasso, R. H.: Ocular Ochronosis with 
Alcaptonuria and Osteoarthritis: Personally 
Observed, Arch. Oftal. de Bs. A. 28:456, 1953. 

A case is reported of aleaptonuric ochrono- 
sis with its characteristic triad: pigmentation 
of the sclera and cornea, alcaptonuria and 
osteoarthritis deformans. This is the first 
case to appear in the Argentine ophthalmo- 
logic literature, but it is the seventh reported 
case of alcaptonuria observed in the country. 














Changes in the locomotor system, urinary al- 
terations, changes in conjunctiva, cornea and 
ochronosis 70 of which were directly con- 
sulted, are quoted as references. 


Lagos, E. J. J.: Concerning Tumors of 
Limbus and Adnexa of the Eye, Arch. Oftal. 
de Bs. A. 28:385, 1953. 

Biopsy should be performed on all tumors 
of the sclerocorneal boundary and of adnexa 
of the eye. If the growth proves malignant 
early excision is indicated. Contact roent- 
gen therapy is preferred for epithelioma. 
Tumors of the sclerocorneal ring should be 
tangentially irradiated to avoid irradiation 
of the lens. Patients should be followed up 
for some time to make sure there are no 
belated manifestations. If necessary, roent- 
gen therapy should be repeated three months 
later. 


Roveda, J. M.: Congenital Bilateral Cysts 
of Vitreous: Report of a New Case, Arch. 
Oftal. de Bs. A. 28:399, 1953. 

Cysts of the vitreous body are so rare as 
to be ophthalmologic curiosities. Excluding 
those caused by parasites and retinalpatho- 
logic conditions, the author has found only 
43 cases reported in the world literature. 
He includes prepapillary cysts, which are 
usually included among malformations and 
alterations of the papilla and not among 
those of the vitreous. This classification con- 
siderably increases the number. 

A chronologic list of references is given, 
and the author reports his case, in which 
the lesion was probably attributable to hy- 
aloid remains in the posterior region. These 
remains, which are often observed in the 
newborn on the nasal side of the papilla, 
might under special circumstances give rise 
to cysts which, in typical cases, like the one 
in point, have just that location. Similar 
cases have been published. 


Abravanel, R., and Morate, F. H.: Osteoma 
of Orbit, Bol. y Trab. de la Soc. Argen de 
Cirujanos 21:630, 1953. 

This tumor is benign in itself, but may 
cause serious complications by its growth. 
Its origin is uncertain. 

Eburneous osteomas are the most fre- 
quent; they are usually pediculate. Their 
volume and weight vary; there is usually 
only one, springing from the orbital wall or 
some neighboring cavity. One per cent of 
the patients remember a trauma. 
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The objective symptoms are slow growth, 
intractable lateral exophthalmos and a hard 
tumor, without changes in circulation, which 
produces chemosis only in the latest stages. 

The treatment is excision; the most im- 
portant phase is fracture of the pedicle as 
advised by Argararaz. 

Differential diagnosis should be made 
from: sarcoma (pain and circulatory 
changes); syphilitic exostosis (pain, parti- 
cularly at night); chronic sinusitis (history, 
roentgen rays) and vascular tumors (soft 
and reducible). 


ORAL SURGERY 


Jorge, J. M.: Presentation of a Patient 
Operated Upon Twenty-Six Years Ago. 

In 1927, when the patient was 19 years old, 
the author operated on him for a sarcoma 
of the soft palate. Both a photograph taken 
at the time and the patient himself were 
shown; now he wears the prosthesis put in 
at that time, which has allowed him to lead 
a completely normal life. This patient also 
had pulmonary tuberculosis, the bacilli hav- 
ing been observed in his sputum, and he had 
been radically cured of that disease. 


ORTHOPEDIC SURGERY 


Carnevale, V.: Some Generally Useful Re- 
sources in Traumatology and Orthopedics, 
Prensa med. argent. 49:3542, 1953. 

This paper is a brief study on the use of 
hyaluronidase in orthopedics. The origin and 
dose of the drug are outlined and its use 
recommended when large quantities of liquid 
are injected subcutaneously, since it accel- 
erates absorption. The addition of hyaluroni- 
dase to hypertonic solutions and plasma 
diluted in one-half to one-third volume of 
isotonic dextrose is recommended when it is 
desired to replace the intravenous route with 
the hypodermic. 

With regard to anesthetics, quicker anes- 
thesia over a wider field, and without a latent 
period, is obtained, which enables the opera- 
tion to begin more promptly. With nerve 
trunk or ganglion block there is no need to 
localize the element aimed at very precisely; 
it is enough to infiltrate the adjacent zone. 

Other possibilities, such as treatment of 
fracture of the lower end of the forearm, 
fracture of the hands and fingers, Volk- 
mann’s disease, hemorrhage into soft tissues, 
the hematomas of arthrodesis and any opera- 
tion on a joint, bone graft donor zones, small 
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fractures and suppurating arthritis, are dis- 
cussed. 


Carnevale, V.: Some Generally Useful Re- 
sources in Orthopedics and Traumatology, 
Prensa med. argent. 41:132, 1954. 

After publishing an earlier paper on the 
same subject (see above), the author ana- 
lyzes ultrasonic waves and summarizes the 
most generally known and accepted effects: 
(a) hyperemia, (b) antiphlogistic effect and 
(c) analgesic effect. 

He considers the two manners of applica- 
tion, immersion and contact, and enumer- 
ates the ills in which ultrasonotherapy should 
be remembered, although it is not always 
effective whether alone or in combination 
with other forms of treatment. 


Slullitel, I.: Presacral Dermoid Cyst, Bol. 
Soe. de Cir. de Rosario 20:99, 953. 

This extremely rare condition has a limited 
place in the orthopedist’s experience. In the 
case reported a complication, osteitis of the 
sacrum and coccyx, required the author’s aid, 
thus allowing him to add 1 case to the scanty 
literature. He was unable to find a single 
reference to the condition in the Argentine 
literature. 

Foreign publications on the subject are 
briefly reviewed and the characteristics of 
this type of cyst described; apparently they 
develop only in the female, no instance hav- 
ing been found in which the patient was 
male. They occur at all ages, especially be- 
tween 20 and 50; the patient in the case 
reported was a woman aged 40. 

The theories as to their origin are outlined 
and the pathologic picture described. The 
difficulties in diagnosis of all tumors of the 
presacral region are pointed out and ana- 
lyzed. Treatment is surgical, and, as these 
cysts are all benign, it has always been suc- 
cessful when radical. Access is gained by 
the posterior route, for there may be obsta- 
cles to complete excision by the anterior, 
which does not allow access to the whole 
tumor; midline incision goes from the anus 
to above the coccyx, which is resected, to- 
gether with a part of the sacrum, up to the 
second segment. 

The history of the author’s patient is given 
in detail. 


Marottoli, O., and Didier, A.: Supracotyloid 
Pseudocysts, Bol. de Cir. de Rosario 20:150, 
1958. 
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The authors report 6 cases of pseudocystic 
skeletal lesions of supracotyloid location and 
similar roentgen images. In all of them 
acetabular deformity of congenital origin 
and roentgen signs of subluxation of the hip 
were observed. In 4 there were associated 
signs of arthritis deformans. The clinical 
picture corresponds to that of chronic non- 
infectious condition of the hip joint. 

The pathologie character of the contents 
of the supra-acetabular cavity was also simi- 
lar in all cases. A constant observation was 
fibrosis, which underwent regressive changes 
ranging from mucoid degeneration to cavi- 
tation. Necrobiotic phenomena and _ sero- 
fibrinous exudation were also present. The 
pathogenesis of the condition is as yet un- 
certain. 

The author’s evidence is insufficient to 
allow them to decide whether such cysts 
should be considered signs of arthrosis in 
anomalous hips, or as an entity in the skele- 
tal pathologic change present in the region. 


Ferandez Vocosx, A.: Cyst of the External 
Meniscus of the Knee, Soc. de Cir. Cérdoba, 
Bol. y Trab. 4-5-6-7:117 (June-July) 1953. 


Four cases are reported. The condition is 
a degeneration affecting the perimeniscal 
tissues and interfering only secondarily with 
the structure of the fibrocartilage itself. 
Pain is the predominating symptom, and a 
lump is the main abnormality observed on 
physical examination. According to the lat- 
est ideas, it would seem to be caused by 
friction of the popliteal muscle tendon 
against the edge of the meniscus when the 
muscle contracts. Treatment should be in- 
variably surgical; the whole meniscus which 
is the seat of the trouble should be excised. 
Recurrence invariably follows removal of 
the cyst alone. 


Zarazaga, J.: Obstetrical Detachment of 
the Proximal Epiphysis of the Femur, Soc. 
de Cir. Cordoba, Bol. y Trab. 4-5-6-7:130, 
19538. 

This is a separation produced during labor 
owing to maneuvers performed on the femur 
at the level of the conjunctive cartilage that 
forms the boundary between the head and 
the neck. The author briefly lists some pa- 
pers on the subject, reports a case he has 
observed and comments on it. The treatment 
advised is to reduce the detachment by trac- 
tion and inward rotation and slight abduc- 
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tion of the hip; this position is maintained 
by means of a plaster bandage for one to 
two months. Treatment should be prompt, 
as the periosteum rapidly proliferates and 
fixes the hip in outward rotation and flexion, 
which makes osteoclasia necessary. 

The author concludes that obstetric de- 
tachment of femoral head is a morbid entity 
produced by manual extraction in the pres- 
ence of podalic presentations or of version. 
It produces the symptoms of a fracture plus 
the roentgen image of incipient congenital 
dislocation of the hip. 


Imaz, J. I.: Osteochrondritis Desiccans of 
the Femoral Head, Bol. y Trab. Soc. Arg. de 
Ortop. y Traumatol 7:204 (October) 1953. 

A new case is reported. In the adult, ac- 
cording to the author, the condition exists 
long before any symptoms betray it. In the 
case reported, trauma may be ruled out as a 
cause. The author discusses the pathologic 
picture and the clinical course. He reviews 
the therapeutic procedures that have been 
suggested and gives a brief description of the 
operation he performed on his patient. 


Marottoli, O.; Didier, A., and Celoria, F.: 
Our Experience in Arthroplasty of Hip with 
Acrylic Prostheses, An. de Cir. (Rosario) 
18:1, 1953; Bol. Soc. de Cir. de Rosario 20: 
121, 1953. 

Although results of arthroplasty with 
acrylics are encouraging, it is too early for 
definitive conclusions to be drawn, and also 
for overoptimism, as the longest follow-ups 
in orthopedic centers are not more than six 
years old. The authors mention some of the 
stages in development of the technic (fascia, 
vitallium and resection arthroplasty with in- 
terposition of acrylic material). They re- 
view the indications for arthroplasty, de- 
scribe the operative procedure and end their 
paper with a general analysis of the results 
they have obtained. 

They have operated on 25 patients, bilater- 
ally in 1 case. There were no deaths. The 
only local complications attributable to the 
operation were gluteal cellulitis in 2 cases, 
which was cured by antibiotics; subluxation 
during the mobilization period in 1 case, 
orthopedically reduced, immobilized in plas- 
ter and later restored to normal. The age 
of the youngest patient was 10; that of the 
oldest, 74. There were 6 male and 19 female 
patients. The results in only 18 cases have 
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been analyzed; the remainder were too re- 
cently operated on. The authors follow the 
classification suggested by Merle D’Aubigné 
for results, which considers the state of the 
hip prior to operation as well as pain, mobil- 
ity and gait. 

The results are tabulated under two heads, 
according to etiologic factors and according 
to treatment of the acetabulum. The authors 
state that, since their oldest patient is no 
more than twenty-one months from opera- 
tion, it would be wrong to consider their 
results final, because the possibility remains 
that some of those classed as “good” or 
“excellent” may yet deteriorate, or some of 
the “middling” and “bad” results improve. 


Girardi, V. C., and Defilippis Novoa, C. A.: 
Arthroplasty of Hip with Acrylic Prosthesis: 
Route of Approach, Prensa méd. argent. 41: 
599, 1954. 

The medial approach for arthroplasties of 
the hip with acrylic prostheses, in certain 
cases of fresh fracture of the femoral neck 
and pseudoarthrosis of the same is minutely 
described. It has the advantages of not mu- 
tilating, not dividing any muscle system, 
and affording more than enough exposure 
for the operation to be performed through 
a moderate-sized incision. The authors have 
used the technic in 6 cases and are satisfied 
with the results. 


Rivarola, J. E.: Congenital Dislocation of 
Hip, Orientaci6n Médica 63:377 (Dec. 18) 
1953. 

This is a meticulous study of one of the 
most difficult problems in orthopedics, as it 
has been said that “one knows when one 
begins to treat a hip, but neither when nor 
how the treatment is going to finish.” The 
prognosis has improved with advances in sur- 
gical technic procedures and early diagnosis. 

The author gives a rapid sketch of (1) 
pathologic changes; (2) clinical examina- 
tion, including arthrographic study of the 
hip; (3) diagnosis, and (4) both medical and 
surgical treatment. As regards the latter, he 
discusses the diversity of technic according 
to the child’s age and the circumstances at- 
tending the dislocation. 


Marottoli, O. R., and Didier, A. E.: Ar- 
throdesis of Wrist with Robinson and Kay- 
fetz Technique, An. de Cir. (Rosario) 18:99, 
19538. 
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Though seldom used in orthopedic sur- 
gery, arthrodesis of the wrist is valuable 
for the treatment of divers conditions of the 
radiocarpal joint. In essence, the procedure 
is one that annuls an important function of 
the upper limb; however, it is well known 
that the resulting incapacity is but slight. 
Functional results may mean the sacrifice 
of one joint, which indirectly favors recov- 
ery of the complex functional value of the 
hand. 

Divers technics are reviewed and their 
pros and cons discussed. In order to avoid 
some of the disadvantages, Robinson and 
Kayfetz devised a new method of obtaining 
quicker and surer fusion; this consists of 
excision of the first carpal row and fixation 
of the osteum majus to the radium by a 
serew. Thus they set surfaces composed of 
porous bone opposite each other, with normal 
vitality and considerable osteogenic power. 

The authors relate in detail the advan- 
tages they attribute to their method on the 
basis of 12 cases, in all of which complete 
arthrodesis was obtained in not more than 
eight weeks. The technic is described, and 
the histories of 2 patients operated on by 
the authors are given, with roentgenograms. 
The authors maintain that resection of the 
distal end of the ulna does not upset the 
anatomic structure of the wrist or the physi- 
ologic status of the radiocarpal joint, but 
favors partial or total recovery of prono- 
supinator function. 


Jorge, J. M.: Traumatic Amputation of 
Both Arms; Possibilities of Useful Upper 
Limb Prosthesis, Soc. de Cir. de Buenos Aires 
Bol. y Trab. 37:675, 1953. 


The author presents the case of a girl aged 
17 who lost both arms in an accident at work 
when she was 10 years old. The possibilities 
of the stumps are discussed, and the artificial 
limbs that have been made for them, by 
means of which many of the difficulties of 
this type of prosthesis have been overcome, 
are described. 


Matera, R. F.; Donnes A. V., and Miguel, 
M. A.: Arthrodesis of Lumbosacral Spine: 
Authors’ Technique; Vertebral Intercorporal 
Fixation, Archivos de Neurocirugia 9:230, 
1952. 

The common causes of sciatica and lumbo- 
sciatica are enumerated and the physiopatho- 
logic mechanism of low back pain explained, 
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with emphasis on neuritis of Roofe’s nerve 
and instability of the spine. The symptoms 
and signs of sciatica, spondylolisthesis and 
lumbosciatica from hernia of the nucleus 
pulposus are given. 

The authors describe the type of file card 
they use in studying the lumbosciatic syn- 
drome. They outline indications for ar- 
throdesis in cases of sciatica. They mention 
the usual technics for arthrodesis of the 
lumbar part of the spine, and discuss them 
critically, before describing their own, verte- 
bral intercorporal technique, which prevents 
the vertebrae from slipping forward. 

The histories of the first 3 patients oper- 
ated on are transcribed; they have been fol- 
lowed for four to five years, with most satis- 
factory results. 


Perruelo, N. N.: On Arthrodesis of the 
Spine, Prensa méd. argent. 41:853, 1954. 

The author contributes his experience with 
133 cases to the statistics on the subject, 
from which he draws the following conclu- 
sions: 

1. Albee’s operation gives very good re- 
sults; he is surprised that anyone should be 
opposed to it. 

2. The lumbosacral zone is the critical 
part of the spine; intra-abdominal para- 
spinous grafts are useful. Bosworth’s tech- 
nic is of value in this region. 

3. Correct, prolonged immobility is per- 
haps the most important factor in good con- 
solidation of the arthrodesis block. 

4. The posterior route solves nearly all 
cases. 

5. Mixed arthrodesis (bone and metal) is 
not justified. 


Rivara, L. T.: Osteomyelitis in Childhood, 
Orientaci6n Médica 67:360 (Dec. 11) 1953. 

The clinical picture and treatment of osteo- 
myelitis in childhood—a condition that has 
benefited from recent advances in treatment 
to the point of radically changing its progno- 
sis—are analyzed in the light of modern 
knowledge. The author says, in fact, that 
it is a “disappearing disease,” owing in the 
first place to discovery of the bacteriostatics 
and in the second place to discovery of the 
antibiotics. 

The disease is minutely reviewed in all its 
aspects, and it is noted that, when failure of 
medical treatment makes it necessary to op- 
erate (a rare occurrence), operation is mini- 





mal. Small incisions are made, with the pa- 
tient under general anesthesia, and the ab- 
scess is drained. If an incision in the peri- 
osteum shows pus flowing from Havers’ 
ducts, the bone must be trephined in four 
or five places (not laid open with hammer 
and chisel), the pus let out, a petrolatum 
gauze tampon inserted and the whole en- 
closed in a plaster boot. 

In the days following this treatment, the 
boot is observed for staining; windows are 
cut at places where it occurs, and dressings 
changed at long intervals. The author has 
been using ilotycin, an antibiotic which is 
very active against staphylococci. The pa- 
tient’s general health is built up by careful 
feeding, and he is usually ready to leave the 
hospital after two weeks. Healing takes 
place in a short time, and only rarely does 
the condition become chronic. 


SURGERY OF EARS, NOSE, AND THROAT 


Chiodi, J. H.: Ozena and Its Treatment by 
Anesthesia of the Upper Cervical Sympa- 
thetic Ganglion, Prensa méd. argent. 41:662, 
1954. 

Treatment of the autonomic nervous sys- 
tem by infiltrating the upper cervical sympa- 
thetic ganglion with an anesthetic for atro- 
phic rhinitis or ozena results in temporary 
improvement, which may last as long as 
seven months. After infiltration the mucosa 
becomes humid, the scabs fall, fetor disap- 
pears and the subjective sensation of respira- 
tory failure is relieved. In order to obtain 
improvement, alternate sides are infiltrated. 
Four infiltrations are usually enough. The 
effect appears to be partly direct, through 
improved trophism of the nasal mucosa, and 
partly indirect, by pituitary action. 

The consequent nasal congestion does not 
produce bleeding, as does periarterial sympa- 
thectomy. Apparently tetraethylammonium 
bromide might replace that therapy. 

Infiltration is advised for preoperative and 
postoperative treatment and for patients 
who cannot be operated on. Probably pa- 
tients with incipient and slight involvement 
may be permanently cured by ganglionic in- 
filtration. 


Dameno, E. (h): General Remarks on Pre- 
and Postoperation in Larynx Cancer Patients, 
Prensa méd. argent. 41:861, 1954. 

Examination and preoperative and post- 
operative care of patients with laryngeal can- 
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cer has prompted the author to write on these 
points in general, leaving particular problems 
for a later paper. 

Examination seeks to determine the degree 
of extralaryngeal and humoral repercussions 
of the cancerous condition and the presence 
of other unrelated changes which may have 
weight in the postoperative period. After con- 
sideration of results of questioning, physical 
examination, laboratory tests and roentgen 
investigation, rational treatment is instituted 
on the understanding that operation, trans- 
fusion at operation, and general anesthesia 
are minor threats to the system already up- 
set by cancer, representing a functional 
overcharge. The patient will overcome this 
attack or not, according to his previous con- 
dition. Thus preparation seeks not only to 
correct abnormalities already present but to 
prevent those which operation and its acces- 
sory procedures may bring about. 

From the practical point of view, the ends 
pursued are to recognize, treat and prevent 
the following: repercussion of the disease 
on trophism: metastases; abnormalities of 
the heart and circulation; unknown diseases; 
abnormalities in general condition (malnutri- 
tion hypoproteinemia) ; infection; bleeding; 
dehydration; systemic complications; heart 
failure; arteriosclerosis, and chronic bron- 
chitis with emphysema and diabetes. The 
tests routinely employed before the operation 
are outlined, and a suitable diet for the pa- 
tient is included. 


Albertengo, A. G.: Plastic Surgery of 
Pharynx, Bol. Soc. de Cir. de Rosario 20:86, 
1953. 

The author presents a patient who under- 
went laryngectomy for malignant disease of 
the larynx and later removal of a cancer of 
the esophagus. Excision was begun near the 
base of the tongue, and about 8 ecm. of 
esophagus was removed. It was decided to 
attempt immediate repair for reconstruction 
of the pharynx, and the technic used is sum- 
marily described. The postoperative course 
has been excellent. 


SURGERY OF THE ABDOMINAL WALL 


Aguirre, C., and Goldin, J.: Treatment of 
Voluminous Epigastric, Hernias, and Supra 
—and Infraubilical Midline Eventrations 
with Welti-Eudel’s Technique in Five Cases 
Personally Observed, Prensa méd. argent. 
41:274, 1954. 
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_The Welti-Eudel technic for the treatment 
of epigastric hernia and midline eventra- 
tions is described. 

Goni Moreno’s pneumoperitoneum is ad- 
vised as a preparatory measure in volumi- 
nous hernia repairs and eventrations. 

Five cases are presented, in which the re- 
sults were good. The inner edges of the cut 
rectus anterior muscle sheaths were sutured 
with floss-silk sutures. 


Ferracani, R. S.: Postoperative Eventra- 
tions: Clinico-Surgical Remarks, Prensa 
méd. 41:383, 1954. 

The most important aspects of postopera- 
tive eventrations are reviewed on the basis 
of experience obtained from 148 patients 
treated in Ward xv of the Policlinico Riv- 
adavia, with an analysis of the pathogenic 
factors, symptoms, and results of surgical 
treatment. 


Kaplan, S., and Radice, J. C.: Desmoid Tu- 
mor of Abdominal Wall, Prensa méd. argent. 
41:736, 1954. 

A fibrous lump in the abdominal wall of a 
47-year-old woman is discussed. The mass 
had the characteristics of desmoid tumors; 
these are invasive fibromas of benign mi- 
croscopic structure which invade and force 
apart the muscle fibers of the anterior ab- 
dominal wall. In this case the growth in- 
cluded the round ligaments and had formed 
close adhesions to the bladder and uterus. 
Such tumors are roentgenosensitive and not 
metastatic. 

The radical operation performed is de- 
scribed. 


Schena, A. T.: Chronic Omentitis, Arch. 
Argent. de Enferm. d. Ap. Digest. 28:43, 
1953. 

As the author has had occasion to treat 
2 new patients, 1 of whom was going through 
an acute episode, and since the pathologic 
conditions affecting the omentum majus 
(torsion, infarction, omentitis, tumors, etc.) 
are seldom observed, he thinks that a few 
comments on the subject may be of interest. 

The history and the operation performed 
in each case is described and commented on. 
It is noted that the conservative treatment 
applied in both was followed by favorable 
developments. The fact is the more inter- 
esting in Case 1, since the disease was in 
an acute stage when the patient was oper- 
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ated on. Excisions of omentum are in order 
for localized conditions—infarction, torsion, 
omentitis in hernia, free omentitis, ete. Wide 
or limited excision for chronic omentitis 
should be kept for mechanical complications, 
such as may be occasioned by omental ad- 
hesions. 


Di Rienzo, S.: Roentgen Therapy for Omen- 
titis, Orientacién Médica 68:385 (Dee. 18) 
1953. 

An apparently unprecedented treatment 
for omentitis, consisting of irradiation of 
the abdominal wall according to special tech- 
nical rules, is proposed. Records shown by 
the author indicate that the results are ex- 
cellent. 

The technic, indications and contraindica- 
tions are described. The treatment is in 
order for any acute or subacute type of 
omentitis, whatever its cause. It should be 
used after operations in which a “plastron” 
has been observed, or in the treatment of 
patients who have been previously operated 
on and in whom adhesions have formed. 

In this connection the irradiation is pro- 
phylactic. The main contraindications are 
intestinal perforation and hemorrhage. 

In women, the pelvis minor must be irradi- 
ated with medium doses or castration will 
supervene, though low doses produce only 
ovarian excitation. 


PLASTIC SURGERY 


Albertengo, A. G.: Flat Skin Pedicles, An. 
de Cir. (Rosario) 18:57, 1953. 

In this paper the pros and cons of pedicle 
grafts are meticulously discussed, and the 
three main methods and their respective 
technics described. Several schematic draw- 
ings and photographs from the authors’ case 
records are presented. 


Niklison, J.: Surgical Repair of Facial 
Paralysis: Muscular Plastic Operations, Bol. 
y Trab. de la Soc. Argent. de Cirujanos 22: 
666, 1953. 

The treatment described is based on a 
study of anatomy and function, which the 
author divides into regional and functional 
complexes. This is followed by a physiopath- 
ologic study of the region, which is the basis 
of clinical evaluation. Changes may be de- 
tected and identified and procedures chosen 
on that basis. 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Three corrections are established; static, 
dynamic and contralateral. A technic of the 
author’s for shortening the frontal muscle 
is given. Another is published for the first 
time, which is employed for correction of 
the nostril, upper lip and commissure. A 
technic for the transplantation of the mas- 
seters and temporal muscles is outlined. 

The need for correction of the healthy 
side is pointed out, and a technic for section 
of the elevator proprius labri and the zygo- 
maticus majus muscles is described. 


Marottoli, O. R., and Albertengo, A. G.: 
The Use of Skin Grafts in Treatment of 
Chronic Osteomyelitis, An. de Cir. (Rosario) 
18:91, 1953. 

The authors report their experience with 
this procedure. They have been encouraged 
by the results and intend to apply the method 
extensively in order to collect a statistically 
significant number of cases. 

Their point of view on the role of free 
grafts in the treatment of this chronic con- 
dition is explained. 


Sgrosso, J. A., and O’Connor, C. M.: Treat- 
ment of Non-Consolidated Fractures of Leg 
with Insufficient Skin Covering, Prensa méd. 
argent. 41:107, 1954. 


One of the problems a plastic surgeon 
most frequently has to solve especially in 
legs, is that of ulcers of divers sorts. The 
authors consider in particular those frac- 
tures of the lower third of the leg which fail 
to consolidate and are poorly covered by 
skin. They are usually old exposed fractures, 
slow to heal; the skin on the inner aspect 
of the leg has been replaced by an extensive, 
atrophic, cyanotic scar, with ulcerations 
which may close after a lengthy secondary 
epithelization process and reappear com- 
plicated by an infection. Such a feeble cov- 
ering is no solution and may even make the 
problem more complex than it was. 

Treatment involves excision of the scar 
and the substitution of healthy skin, so that 
attention may be next turned to the bone. 
Free grafts are not advisable. The authors 
list the procedures advised, with their pros 
and cons. They are: (1) pedicle graft ob- 
tained by sliding from the same leg; (2) 
pedicle graft from the opposite leg (cross- 
leg); (3) open jump pedicles from the ab- 
domen, with the forearms used as _ inter- 


mediaries, and (4) tube pedicles from the 
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thigh or the abdomen, with the wrist used 
as an intermediary. 

Each of these types of pedicle graft is 
described. The histories of 2 cases observed 
by the authors are transcribed. 


THORACIC SURGERY 


Trigo, E. R.: Flow from the Nipple, Orien- 
tacion Méd. 67:371 (Dec. 11) 1953. 


This article is a doctor’s thesis analyzing 
mammary exudate, which has received divers 
names; the author proposes the one given 
in the title of his paper. The flow may be 
of blood, milk or other fluid. 

The author reviews the interpretations of 
this phenomenon given by different writers 
from antiquity up to the present day. Mam- 
mary anatomic and physiologic backgrounds 
are summarized, and the physiopathologic 
nature of the flow, which may result from 
parietal or extraparietal causes, is explained. 
It is pointed out that flow from the nipple 
is invariably an index of a morbid condition 
of the gland and must guide diagnosis. There 
are clinically two main groups: (a) flow with 
palpable tumor and (b) flow without palpa- 
ble tumor. Each type is discussed with sta- 
tistics from 50 cases personally observed: 
dendritic adenoma, 42 per cent; cancer, 12 
per cent; cystic disease, 6 per cent; dilated 
ducts under the nipple, 8 per cent; inflam- 
mation, 6 per cent, and morbid conditions of 
the male breast, 4 per cent. The flow in 70 
per cent of cases was blood, in 30 per cent 
other fluids. There were 52 per cent with 
palpable tumor and 48 per cent without pal- 
pable tumor. 

The surgical or medical treatment applied 
in several cases is described. Surgical treat- 
ment was used in 32 cases, medical treatment 
in 11. Seven were incompletely studied. 
Recidivation or flow from the other breast 
occurred in 16 per cent. 


Moguilevsky, L., and Eguia, O. E.: Venous 
Invasion in Breast Cancer, Prensa méd. ar- 
gent. 41:739, 1954. 

Venous invasion and its relation with age, 
the time lapse since development began, 
gland invasion, the menopause, the size of 
the tumor and the hystological picture were 
studied in 32 samples of mammary cancer 
obtained at operation. 

Veins had been invaded in 59.3 per cent 
of the cases. The relation with age, duration 
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of tumor and histologic picture was evident. 
Venous invasion is greater in young patients 
and less in women at the menopause, in in- 
verse ratio to the age of the tumor. 

Venous invasion is independent of invasion 
of lymph glands and the size of the tumor 
but is connected with the histologic picture 
—commoner in adenocarcinomas (71 per 
cent; nil in scirrhous tumors). 


Moguilevsky, L.; Eguia, O.; Molieri, I. J., 
and Orsini, W.: Nine cases of Sarcoma of 
Female Breast Followed Up for 5 Years, Bol. 
y Trab. de la Soc. Argent. de Cirujanos 25: 
195, 1953. 


After general comments and reports of 9 
case histories, the authors’ observations are 
summarized as follows: 

Primitive fibroblastic sarcoma, 5; growth 
developing as phyllodes tumor, 4; adenofibro- 
myxosarcoma, 2; fibroblastic sarcoma, 1, and 
polymorphic gigantonuclear sarcoma, 1. The 
patients were aged 27, 29, 30, 35, 45, 47, 52, 
58 and 66 respectively. One died at operation 
and 1 a few months later, of pulmonary 
metastasis, but it is pointed out that this 
patient was in poor general health and be- 
yond operability. Of the 7 remaining pa- 
tients, 1 lived four years and 1 two years; 
both were operated on a second time. Five 
were alive and well five years later, on 
only 1 of whom mastectomy, followed by 
roentgentherapy, was performed. Halstead’s 
operation was performed on the remainder. 

The authors conclude that sarcoma of the 
female breast is a tumor that should be 
treated by MHalstead’s original operation. 
When these tumors are diagnosed in time 
the prognosis is much more favorable than 
that of carcinoma. Not partial operations 
but Halstead’s original amputation should be 
performed. Irradiation is in order only for 
reticulosarcomas and lymphosarcomas. 


Halpérin, A., and Markman, I.: Thymus 
Tumors Thymomas, Prensa méd. argent. 40: 
3520, 1953. 

The authors contribute 1 case to the litera- 
ture. Physical examination and especially 
roentgen study, point to the anterior medi- 
astinum and often give a precise diagnosis. 
The authors mention the comparative harm- 
lessness of thoracotomy under normal con- 
ditions and conclude.that for thymomas, as 
for all endothoracic tumors, early surgical 
exploration is a “must.” They consider the 
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posterolateral incision the best route of ac- 
cess, owing to the wide field of action it 
allows the surgeon. 


Puyo Villafane, E.: Hiatus Hernia, Semana 
méd. 104:147, 1954. 

Approximately 10 per cent of contrast 
roentgen studies of the digestive tract re- 
veal hernia of the esophageal hiatus when 
the region is studied systematically. The fig- 
ures given by divers authors are briefly re- 
viewed, some of whom considered the small 
hiatus hernias physiologic in the aged. Of 
the three types mentioned by Akerlund— 
congenitally short esophagus, paraesophagic 
hernia and esophagogastric hernia—only the 
two last named are of interest from a sur- 
gical point of view in the adult, because the 
former is not a true hernia. Each type is 
briefly described, and it is pointed out that 
differentiation between the two at operation 
may be very difficult, even when contrast 
roentgenograms are taken with the patient 
in various postures. 

The pathogenesia of hiatus hernias is ana- 
lyzed, and the opinions and statistics of sev- 
eral workers who have made a study of the 
subject are cited. The symptoms and the pos- 
itive and differential diagnosis of these her- 
nias and their varieties (essentially roent- 
genographic) are described. From the point 
of view of treatment, there are three possi- 
bilities: (1) small hernias usually diagnosed 
by chance or on roentgen examination, with 
few or no symptoms, which require no treat- 
ment; (2) moderate-sized and troublesome 
hernias requiring medical treatment and 
regulation of diet and body weight, and (3) 
hernias requiring surgical intervention be- 
cause of their size and symptoms after fail- 
ure of conservative treatment, considering 
that they often become complicated. 

Some details of the technic of operation 
are outlined, and the paper closes with an 
abridged version of the case history of 1 
of the author’s patients. 


Rossi, A. A.: Hernia of Lung, Arch. Ar- 
gent. de Tisiol. 29:101, 1953. 

Definition, etiologic factors, pathogenesis, 
symptoms (cough, tumor and pain), differ- 
ential diagnosis, prognosis and management 
are discussed. Winkel’s technic employed, 
with bovine fascia lata employed, because of 
the anatomic characteristics of anterior her- 
nia. The patient progressed without any 
trouble, was allowed up on the fourth post- 
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operative day and left the hospital on the 
eighth day, when the stitches were removed. 
A hematoma (100 ec.) was evacuated on the 
twelfth day. 


Quereilhac, H., and Lopez Rinaldi, A. J.: 
Diaphragmatic Hernia Through Morgagni’s 
Hiatus, Arch. Argent. de Tisiol. 29:131, 1953. 

After brief reference to the better known 
diaphragmatic hiatuses, the authors study 
Morgagni’s hiatus at length and describe in 
detail the roentgen observations in 4 cases 
of hernia through this hiatus. 


Bernardi, A. J.: A Case of Megaesophagus 
and Epicardial Diverticulum, Prensa méd. 
argent. 41:119, 1954. 

The authors report a combination that does 
not appear to be frequent in the literature. 


Gil Marino, J. A.: Esophagoscopy and 
Biopsy in Diagnosis of Pathology of the 
Esophagus, Prensa méd. argent. 40:3509, 
1953. 

Considering the potential dangers of eso- 
phagoscopy and biopsy, the author is con- 
vinced that they are unnecessary in many 
cases and should be kept for those in which 
physical examination and roentgen study 
give doubtful results, and in which they may 
be decisive. Divers aspects of the subject 
are analyzed, and it is noted that the main 
object of the paper is to publish the experi- 
ence obtained by a medical and surgical team 
working on disease of the esophagus, a com- 
bination the author considers peculiarly free 
from error. The general surgeon is unfit to 
solve the problems single-handed and should 
pass the patient on to those who specialize. 
Disregard of this rule has lost many a pa- 
tient his chance of operation, merely because 
the physician or surgeon treating was satis- 
fied with an apparently normal roentgeno- 
gram. 

The esophageal surgeon is more than a 
clever operator; he must know the clinical 
as well as the surgical aspects, be conversant 
with endoscopic procedures and able to co- 
operate with physicians, anesthesiologists, 
radiologists and pathologists. He is not a 
specialist in all of these branches of knowl- 
edge, but he does know the problems the 
esophagus. poses to each. The physician is 
also unfit to decide whether to send his pa- 
tients for operation. Close collaboration is 
the best policy. 
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Baila, A. E.: Fibrosarcoma of Mediastinum, 
Soc. de Cir. de Buenos Aires, Bol. y Trab. 
37:638, 1953. 


This is a brief paper presenting roentgeno- 
grams and specimens removed from a pa- 
tient, which the author considers interesting 
as a contribution to the literature on tumors 
of the mediastinum. A case is reported, with 
operation, postoperative course and patho- 
logic observations summarized. 


Lacour, G. A.: Anterior Mediatinotomy: 
Surgical Technique, Cln. Torax. Bs. A. 5:127, 
1953. 


The author reviews the anatomic picture 
of the sternal region and mediastinum and 
lists briefly the several technics that give 
access to pathologic conditions of the ante- 
rior portion of the mediastinum, with total 
or partial section of the sternum. Milton’s 
total longitudinal sternotomy, a technic that 
has been found useful for the conditions 
mentioned (thymic tumors, aneurysm of the 
ascending portion of the aorta, etc.) is de- 
scribed in detail as modified by the author. 
For constrictive pericarditis, the advantages 
of ample pericardiectomy, especially over the 
right cavities of the heart and the point of 
entrance of the venae cavae in the peri- 
cardium are emphasized. E. Holman’s tech- 
nic, which gives an excellent field for opera- 
tion, is described. 

Case histories and roentgenograms of pa- 
tients operated on at the Institute of Chest 
Surgery, directed by Professor Jorge Taiana, 
are given. The results were satisfactory. 


Halperin, A.: Pierini, D. O.; Mortola, G., 
and Acrich, M.: Sero-Fibrinous Pleurisy: 
Apparent Onset of General Hystoplasmosis, 
Prensa méd. argent. 41:575, 1954. 


The author reports a case of hystoplasmo- 
sis, which was peculiar in that its clinical 
onset took the form of serofibrinous pleurisy, 
resisting the usual management, which led 
to decortication. Lesions of the skin and oral 
mucosa coexisted. The diagnosis was made 
by detection of Hystoplasma capsulatum in 
microscopic slides of the skin, the gum mu- 
cosa and the pleura, confirmed by culture. 
In the short time since the patient was first 
seen, sulfa drugs have considerably improved 
both the lesions and the patient’s general 
health. 
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-Taiana, J. A.: Method for Chest Patients, 
Clin. Téorax, Bs. A. 5:73, 1953. 

This paper is a lesson given at the official 
course in Chest Surgery. The author points 
out the advantages of following a certain 
routine for patients with thoracic disease, 
including physical examination, roentgen ex- 
amination and endoscopic study. The lesson 
is illustrated by a discussion of several cases 
presented. 


Schiepatti, E., and Villegas, A. H.: Bron- 
chial Adenoma, Clin. Térax Bs. A. 5:86, 1953. 

The authors present a short paper on the 
case of a woman patient. All observations 
from divers examinations and tests are in- 
cluded, and a brief description is given of 
the operation performed. 


Taiana, J. A.; Schiepatti, E., and Villegas, 
A. H.: Bilateral Bronchiectases: Medical and 
Surgical Treatment in 52 Cases, Clin. Torax 
Bs. A. 5:5, 1953. 

The authors emphasize the need of long 
and careful preparation for operation on 
patients with bilateral bronchiectases. 

They prefer the “face down” decubitus 
position on the operating table and the policy 
of operating on the more seriously affected 
side first. 

Thirty-three patients were operated on, 5 
bilaterally and 28 on one side only. The only 
2 deaths occurred in the first group. The 
death rate in the bilaterally treated group 
was 40 per cent; the total death rate was 
6 per cent and the operative death rate, 5.4 
per cent in the 37 operations performed. Of 
the 33 patients, 19 were cured, 12 improved 
and 2 died. 


Villegas, A. H.: Method for Bilateral 
Bronchiectasic Patients, Clin. Torax Bs. A. 
5:158, 1958. 

The author describes the method employed 
in the study of 32 cases treated at the In- 
stitute of Chest Surgery, in Buenos Aires. 
He emphasizes the importance of giving these 
patients a thorough routine check-up before 
operation, and discusses the advantages of 
the system used at the Institute. 


Villegas, A. H.: The Development of Sur- 
gery of Bilateral Bronchiectasis in Argen- 
tina, Clin. Térax Bs. A. 5:69, 1953. 

This is a chapter from the author’s doc- 
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toral thesis, “Bilateral Bronchiectases,” in 
which he reviews the Argentine literature 
on the subject. He notes that several sur- 
geons have paid particular attention to radi- 
cal operation on the lung as treatment for 
the condition. The first reports date from 
1936, when excision was performed on one 
side alone, as the condition was unilateral. 
In his reference to the literature on the sub- 
ject, the author states that he has found 
very few Argentine workers who have dedi- 
cated especial attention to the problem of 
bilateral bronchiectasis. 


Villegas, A. H.: Bilateral Bronchiectases, 
Clin. Torax Bs. A. 5:153, 1953. 

The author presents a case observed by 
him, with all the observations therein. Four 
roentgenograms are included. The operation 
performed is described in detail. 


Palacio, J.; Tourreilles, J. F.; Hofman, D., 
and Morelli, O. H.: Alveolar Carcinoma of 
Lung: Clinical and Pathological Study, Pren- 
sa méd. argent. 41:511, 1954. 

A clinical and pathologic study of a case 
of alveolar cell carcinoma of the lung in a 
woman aged 45 is presented. The tumor de- 
veloped without fever, with the picture of 
hemorrhagic pleurisy on the left side and a 
micronodular image in the right lung. Severe 
dyspnea and coughing was observed. Physi- 
cal and roentgen examination ruled out tu- 
berculosis, metastatic_tumor and endothelio- 
ma of the pleura. By exclusion, the diagnosis 
of alveolar cell carcinoma of the lung or 
adenomatosis of the lung was made. Micro- 
scopic study confirmed the former. 

According to the observations of others— 
and the authors of this paper agree—the 
main characteristics of the condition are as 
follows: 1. It is an unusual form of pulmo- 
nary cancer. 2. The duration of the disease 
is usually long. 3. Physically and roentgeno- 
graphically the growth differs from canalicu- 
lar cancer. 4. From the onset, the lesions 
extend to both lungs and are multicentric. 
5. There is abundant mucous expectoration 
similar to that associated with allergic con- 
ditions of the respiratory system or some 
viruses, which may bring about electrolytic 
depletion. 6. Very severe dyspnea and as- 
phyxial death may occur if operation is not 
performed in time. 7. There is no Bamberger- 
Marie syndrome. 8. The tumor is apparently 
more frequent in women than in men. 9. The 








roentgen picture might ke confused with that 
of hematogenous tubercular dissemination, 
or the nodular form of neoplastic metastasis, 
or with chronic pneumonia in the diffuse 
form. 10. There is little or no glandular re- 
action; metastases are rare; the pleura and 
bronchi are seldom invaded. 11. Diagnosis is 
sometimes certified by the cytologic content 
of the sputum and bronchial secretion. 

Several of these features are also associ- 
ated adenomatosis of the lung, differen- 
tiation from which may be difficult even with 
the aid of the pathologist. 


Yodice, A., and Le Chiare, F.: Cancer of 
Lung, Semana méd. 104:7, 1954. 


On the basis of a study of 111 file cards 
on lung cancer, followed since 1946 to the 
present, the authors reach the following con- 
clusions: 


1. The authorities must organize a cam- 
paign of public education, for both sexes, 
but mainly for males, on the dangers of us- 
ing tobacco in excess. 


2. Routine half-yearly medical and roent- 
gen check-ups of the population are advised. 


3. Teams should be organized in the main 
hospitals, composed of physicians, patholo- 
gists, radiologists, endoscopists and surgeons 
specializing in thoracic disease. 


4. A public educational campaign should 
be undertaken to point out the danger of the 
disease and the significance of certain symp- 
toms, particularly cough and hemoptysis in 
persons over 40. 

5. The public should be reminded persist- 
ently by means of the radio, the cinema, 
posters on walls, etc., that if it is caught in 
time the disease can be cured for good by 
surgical means. 


H. R.: Preco- 
Semana 


Basabe, H., and Blando, 
ciously Cavitating Lung Cancer, 
méd. 104:36, 1954. 

The case of a patient is reported whose 
state of health, sex, main symptoms (pain, 
fever, mucopurulent expectoration and abun- 
dant hemorrhage), laboratory tests and 
roentgenograms showed that he had a pre- 
cociously cavitating form of adenocarcinoma 
of the lung. 

The authors state that carcinoma of lung 
may produce ring-shaped cavity images, usu- 
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ally in the parahilar zone, communicating 
with the mediastinum. 


Cesanelli, A.: Treatment of Lung Cancer, 
An. de Cir. (Rosario) 18:10, 1953. 

This paper celebrates the tenth anniver- 
sary of the date when Graham performed 
the first successful pneumonectomy for can- 
cer, with which achievement a long chain 
of attempts at surgical treatment of the con- 
dition culminated, the author has studied 
the means of treatment of pulmonary cancer 
in detail. 

After brief general comments and a short 
résumé of medical treatment, which includes 
irradiation and the use of nitrogenated mus- 
tard gas, the author turns his attention to 
surgical treatment. He reviews the surgical 
literature, the obstacles to the initiation of 
surgical treatment and preoperative diagno- 
sis, technic, surgical progress, preoperative 
and postoperative care, the operative mortal- 
ity rate (27 per cent in his statistics) and 
the end results. 


The paper is based on statistics drawn 
from 54 resections performed by the author, 
tabulated as follows: 


Deaths at operation .............. 16 
SDERURS BAUEY 6.4cds cha Sivwa weet 22 
jhe 7/2) Ea ge ee re ee eee 16 


Duration of survival of the 22 who died 


A etB MORES: 555 ious Gow ko eta es wets reset 3 
BES EDEN | oie Wis acaslon nic wie Seles ais 1 
SEM SAORI UR, 2.6 sn1sS Seas SSeS 4 
6 months-1 year ..............6.. rf 
Be mmOnURS: aacancsae ean weeueau 7 
Duration of survival of the 16 alive 
Ober SWEATS: 26 cs h8se ss eessetinn 3 
Beye aia cise os no eae ates 3 
MEV PRON sci aoe ea ae een eies 5 
RUMMEY © WERE 255 Vise Ses Gee eens 4 


Gomez Garcia, R. E.; Malajovich, G.; Gar- 
cia Espil, E., and Eguia, B.: Medical and Sur- 
gical Discussion of 64 Lung Cancers, Clin. 
Torax Bs. A. 5:146, 1953. 

The authors are not unconditionally en- 
thusiastic supporters of ample resection for 
advanced cancer of the lung. On the other 
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hand they consider that dissection and strip- 
ping of connective tissue and lumph glands 
from the mediastinum and tributary zones 
is warranted in the presence of circum- 
scribed cancer. 

It is their impression that such procedures 
can be justified only as cleaning operations 
and as a complement to cancer treatment, 
and that they are hardly justifiable from a 
humane point of view. In fact, for the treat- 
ment of advanced pulmonary cancer, they are 
rarely better than the usual anodyne medica- 
tion. It would be much better to employ the 
same resources as a means of detecting symp- 
tomatic cases. 


Bupo, J. A.: Reexpansion of Upper Lobe 
in Inferior Lobectomies, Clin. Térax Bs. A. 
5:16, 1953. 

An anatomic and topographic study of the 
pedicles of both upper pulmonary lobes is 
made. The factors that intervene in incom- 
plete reexpansion of the upper lobe in in- 
ferior lobectomy are analyzed as to both the 
preoperative and the postoperative period. 

Treatment of collapse of the upper lobe, 
according to circumstances and in the light 
of experience obtained at the Institute of 
Chest Surgery, is discussed. 


Taiana, J. A., and Aracama Zorraquin, V.: 
Resection of Lung for Large Tubercular Cav- 
ities, Clin. Torax 5:108, 1953. 

The history of this form of treatment is 
outlined. Indications, contraindications, tac- 
tics and technic are analyzed. 

The authors’ experience comprises 19 
cases, in all of which operations were per- 
formed, with dissection and ligation of the 
separate elements of the pedicle. Complica- 
tions and failures are more frequent in pa- 
tients who have undergone operations on the 
chest before (thoracoplasties, cavernosto- 
mies, etc.) and in patients over 40. 

Four patients died, 1 in the first month 
and 1 in the first year after the operation. 
Fifteen survived more than a year and were 
apparently cured at the time of writing 
(78.4 per cent). The longest period of sur- 
vival was more than four years. 


Belleville, G. I.: Surgical Treatment of 
Lung Tuberculosis, Bol. y Trab. de la Soc. 
Argent. de Cirujanos 24:752, 1953. 


This is a long paper reviewing the pos- 
sibilities of surgical therapy for pulmonary 
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tuberculosis at present. It would be a mis- 
take, however, to assume that the author 
considers the treatment of tuberculosis sur- 
gical. The main treatment must remain in 
the hands of the phthysiologist, as the con- 
dition is a general one with local foci; the 
surgeon is called in to treat some focus 
and consolidate the cure, or to treat a com- 
plication. 

With tuberculosis, perhaps more than with 
any other morbid condition, it is impossible 
to have preconceived ideas and standard tech- 
nies or tactics. Success is the outcome of 
opportune treatment rather than of the man- 
ner in which it is carried out, and it must 
be neither capricious nor routine; it must 
arise as a natural response to the needs of 
the condition and the potentialities of the 
patient. 


Schneier, M.: Monaldi’s Intracavity Aspi- 
ration: Present State; General Remarks, 
Arch. Argent. de Tisiol. 29:156, 1953. 

The author reviews the current indications 
for this procedure on the basis of pathogene- 
sis and the development of cavities. He out- 
lines the divers hypotheses that are favored 
as explanations of the distention of caverns 
and the failure of different surgical proce- 
dures. He discusses the usefulness of cavity 
aspiration alone and combined with other 
measures, and the convenience of substitut- 
ing lung resection for it when indicated. 

The method, like any other, is useful when 
precisely indicated and-performed according 
to all the rules of faultless technic. The ad- 
vantages become rapidly apparent when 
bacillary intoxication is the main factor. 
Cough and expectoration diminish, and on 
occasion the cavity closes without any other 
treatment. At other times collapse therapy 
becomes necessary. The benefits are mani- 
fested locally and in the patient’s general 
health. It is not advisable for residual post- 
thoracoplasty caverns, for which the technic 
is difficult and results uncertain. For dis- 
tended avalvular caverns on the draining 
bronchus, for giant caverns and in destruc- 
tion of lung tissue, resection is to be pre- 
ferred. 


Aguilar, H., and Schneider, M.: Indication 
of Extrapleural Pneumothorax; Bases, Arch. 
Argent. de Tisiol. 29:141, 1953. 

The authors base their study on the physi- 
opathologic changes in the collapsed lung, 
paying particular attention to the quickly 
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beneficial effect on the injured lung and the 
elimination of contamination of the patient’s 
economic and social life. The authors ana- 
lyze succintly the advantages and drawbacks 
of this means of treatment, noting that com- 
plicating hemorrhage and infection are in- 
frequent if double tubes are left in the 
wound for drainage. 


Taiana, J. A.: Cardiovascular Surgery, 
Clin. Torax Bs. A. 5:39, 1953. 

This paper is a lecture delivered during 
the Chest Surgery course, referring to the 
surgical treatment of certain congenital 
anomalies independent of trauma. 

The author groups this study of the sub- 
ject under three headings: congenital condi- 
tions that benefit from surgical treatment; 
those which may benefit, and those in the 
experimental stage. 

He discusses ductus arteriosus and coarc- 
tation of the aorta in detail. 


Martiarena, L. H.: Fallot’s Disease, Soc. 
de Cir. de Buenos Aires Bol. y. Trab. 37:594, 
1953. 

The author presents 2 cases in which car- 
diac catheterization was used for the study 
of Fallot’s disease: in earlier cases angeio- 
cardiographic study was used. In the au- 
thor’s opinion the ideal method is a combina- 
tion of the two. 


Kreutzer, R.: Fallot’s Tetralogy and Cor- 
visart—Caillot’s Disease, Orientaci6n Méd. 
71:464 (Jan. 8) 1954. 

This condition was first described by Sandi- 
fort a century ago; it is known nowadays as 
Fallot’s tetralogy. The types of pulmonary 


stenosis observed in anatomic specimens 
from patients with F'allot’s tetralogy are de- 
scribed on the basis of 20 autopsies, in which 
pulmonary valvular stenosis was observed 
only once. The pathologic picture, clinical 
signs, symptoms, complications, roentgen 
picture, auscultation, electrocardiogram, an- 
giocardiogram, etc., are discussed. 

Finally the author analyzes the anatomic 
requisites for Taussig-Blalock’s operation 
and discusses treatment that must be given 
once the operation has been decided on. 
The operation lasts two to two and one-half 
hours. Suture takes fifteen to twenty min- 
utes. In general, in the author’s cases, the 
operation was very successful, which encour- 
ages him to treat such patients surgically, 
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not to obtain cure but to assure them of 
normal lives. 


Cossio, P.; Buructa, J. E.; Perosio, A. M., 
and Pecorini, V.: Pressure Values in the Left 
Auricle Before and After Mitral Commissu- 
rotomy, Prensa méd. argent. 41:35, 1954. 

An easily applied manometric system pro- 
posed by the authors was used. Pressures 
were invariably high, and in spite of the drop 
after a successful operation the values re- 
mained above normal. The manometric meth- 
od is proposed as a test of success of the 
operation and as a guide for the surgeon. 


Joselevich, M.; Sucari, L., and Mactas, B. 
A.: Diagnosis of Tumors of the Heart, Pren- 
sa méd. argent. 40:3530, 1953. 

Heart tumors, both primary and secondary, 
are still discovered at necropsy, despite the 
rules laid down by some authors for their 
diagnosis during life. Many of the clinical, 
roentgen and electrocardiographic signs on 
which diagnosis is claimed to be founded 
lack specific value and may be present in 
other and more frequent conditions. Those 
alone which, for the authors, have any value 
are as follows: for primary tumor, the clini- 
cal signs of valvular defect that varies in 
different positions (valvular polypoid tu- 
mors) and tumor shadows in ordinary plates 
and angeiocardiograms; for secondary tu- 
mor, the presence of heart block (especially 
if the liquid is hemorrhagic) and electrocar- 
diographic abnormalities evidencing an un- 
doubted myocardial lesion that has developed 
in a short time. 

Diagnosis will be easier if the symptoms 
caused by these tumors are known and if, in 
a particular case, one thinks of the possi- 
bility of their existence. Thus, it is easier 
to detect a secondary tumor if the primary 
one has been first discovered. Even in these 
circumstances, however, only if one obtains 
material that permits identification of tumor 
cells (pericardial puncture) can one diag- 
nose the condition with certainty. The au- 
thors’ experience is punctuated with mistakes 
in interpretation: metastases in the heart 
which were not discovered until autopsy 
was performed, and signs mistakenly attrib- 
uted to spread of the tumor to the heart. 
Such is the case with several patients men- 
tioned in earlier papers and 1 whose case is 
reported in this paper, in whom clinically a 
metastasis of a bronchopulmonary cancer 
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was supposed to exist in the heart but at 
autopsy was conspicuous for its absence! 


Tricerri, F. E.; Donato, F. O.; Gonzalez 
Varel, A.; Rocca, J.; Pisanu, A., and Di Salvo, 
V.: Surgical Treatment of Mitral Stenosis: 
Concerning 100 Cases Operated On, Prensa 
méd. argent. 41:477, 1954. 

The treatment of mitral stenosis is no 
longer experimental and offers the patient a 
lefinitive solution in which the risk is slight. 
in the authors’ opinion, all patients with 
nitral stenosis producing functional symp- 
oms should have surgical treatment. The 
seriousness of the condition is borne out by 
statistical studies and by the fact that 4 
atients within the authors’ experience died 
of accidents peculiar to the disease during 
‘he preoperative phase. 

At times, as Taquini has pointed out, the 
operation may assume urgency, particularly 
for patients who have the picture of “cor 
pulmonale” combined with mitral stenosis. 
Risk at operation depends on the individual 
patient’s condition, for the older the heart 
failure the greater the patient’s limitations; 
the larger his heart, the greater the risks 
which must be faced during operation and 
the smaller the benefits which operation may 
be expected to produce. 

In the authors’ experience the mortality 
rate for Group IV coincides with that given 
by Taquini, and no deaths occurred in 
Groups II and III. Only 2 patients died as 
a result of operation, out of the last 60 who 
were operated on. The authors are convinced 
that early recognition of the indications for 
this operation will reduce the present total 
mortality to below 5 per cent. 


Del Valle, D.: Constrictive Pericarditis. 
Pericardiectomy by Intercostal Thoracotomy; 
Cure, Acad. Argent. de Cir. Bol. y Trab. 
37:525, 1953. 

A woman patient is described, with a com- 
plete clinical study and a diagnosis of con- 
strictive pericarditis, which was perfectly 
corroborated at operation. The classic pic- 
ture of hyposystolia, malleolar edema, gross 
ascites, enlarged liver, cyanosis, weak heart 
sounds, a small pulse, tachycardia and ve- 
nous hypertension was present. The clinical 
course lasted six months, beginning with cor- 
ticopleuritis with liquid in the pleura on the 
left side. The operation is briefly described. 


The patient improved after a week and was 
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going on favorably three months after the 
operation. She was in excellent health and 
had no breathlessness on walking. The re- 
maining symptoms had disappeared or di- 
minished, except venous hypertension due to 
incomplete disappearance of disystolia. 

The thoractomy performed made it pos- 
sible to liberate completely both ventricles, 
the main agents in the reestablishment of 
the circulation, and to cure the patient. The 
successes obtained with this technic and tac- 
tics now amount to over 12 cases. 

In addition, preservation of the chondro- 
costal arches permitted reconstruction of the 
thorax without leaving any anatomic traces 
or functional deficit. 


SURGERY OF TRAUMA 


Didier, A.: Spontaneous Rupture of the 
Extensor Tendon of the Third Finger, An. de 
Cir. (Rosario) 18:85, 1953. 

The author first reviews the papers pub- 
lished by divers others on the rupture of the 
extensor tendons of the fingers. He has had 
occasion to treat a patient with rupture of 
the tendon of the third finger who had suf- 
fered, four years earlier, a fracture of the 
distal end of the radius. According to the 
literature this is the third known case of 
rupture of one of the tendons of the common 
digital extensor after trauma to the wrist, 
which warrants its publication. 

The author presents the patient’s case his- 
tory, with roentgenograms and photographs, 
and describes the operation performed. He 
discusses the case and states that the treat- 
ment applied, which was suture of the distal 
tendon stump to the second finger, is the 
simplest and the one that offers the best 
chance of success. Transplantation of the 
tendon is only exceptionally indicated. 

He considers it useful to leave the poste- 
rior carpal ligament without suturing, as 
this eliminates friction. Friction is a fac- 
tor in the production of tenosynovitis, as it 
leaves the extensor tendons freedom of move- 
ment and facilitates the regression of 
changes which may already have begun in 
some of them. It did not become necessary 
to perform osteotomy on the radius, which 
would have been in order had the patient’s 
complaint not been relieved. 


Roca, C. A., and Romas Vertiz, J. R.; Trau- 
matic Rupture of the Biceps Brachii, Prensa 
méd. argent. 41:582, 1954. 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


On the basis of 12 cases observed by the 
authors, they review the main characteristics 
of the lesion and bring its treatment up to 
date. 


Carnevale, V.: So-Called Footballer’s Trau- 
matic Inguinocruralgia, Prensa méd. argent. 
41:355, 1954. 

The author discusses an apparently trivial 
condition without immediate osseous le- 
sions, but one that brings lasting pain and 
incapacity (four months or more), exhibited 
by patients of his. He later noticed it men- 
tioned in certain Italian medical publications, 
motivating interesting papers whose authors 
agree in many respects. The condition was 
severally named “rectus and adductor syn- 
drome in footballers,” “footballer’s anterior 
peviarthrosic syndrome” and “footballer’s 
traumatic inguinocruralgia.” The last is pre- 
ferred by the author, because though it may 
not be the best, it does indicate the original 
location and the main symptoms of the con- 
dition. All the patients played either soccer 
or rugby except a sedentary worker who had 
taken part in a competition and a worker 
who had had an accident. 

The manner in which the lesion is pro- 
duced, as well as the symptoms, diagnosis 
and treatment, are discussed. The author has 
tried several forms of management and finds 
that, whether the lesion predominates in the 
rectus, the adductors or the symphisis pubis, 
it is best to keep to the following plan: After 
a few days of absolute bed rest, with or with- 
out sedatives, a bilateral plaster cast is ap- 
plied from the costal edge to the femoral 
condyles, with the thighs in slight abduction. 
This is worn for two months, with bed rest 
for the first thirty days. The cast is gradu- 
ally removed, and physiotherapy (Bier’s 
oven) and reeducation are applied. It is usu- 
ally another month before sports can be 
practiced. Ultrasonic waves obtain quicker 
reduction and disappearance of the suffu- 
sions and reduce the extent of the painful 
area as well as the intensity of the pain, 
but the condition lasts just as long as with 
any other treatment. 

The author points out the curious fact that 
in all the cases known the limb affected was 
invariably the right. 


UROLOGIC SURGERY 


Pataro, V., and Carreno, O. C.: Horseshoe 
Kidney; Symphisotomy, Prensa méd. argent. 
41:54, 1954. 
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A case is reported in which symptoms were 
extremely marked, surgical tactics interest- 
ing and the patient’s improvement spectacu- 
lar. The pathogenesis and scanty symptoms 
of the anomaly are reviewed; the case history 
of the patient (a woman) is given, and the 
operation is described. The postoperative 
course was uneventful, and the patient left 
the hospital after six days. Four months 
later the patient continued well and was free 
from all the symptoms that had been trou- 
bling her for ten years. Roentgenograms 
showed that the kidneys had straightened and 
the dilatations of the excretory passages had 
disappeared. At the time of writing the cure 
persisted. 


Salaber, J. A., and Guixa, H. L.: Urinary 
Incontinence from Urogenital Communica- 
tion, Prensa méd. argent. 41:247, 1954. 

The authors report their experience with 
83 urogenital fistulas among 11,607 gyneco- 
logic patients (7:1,000). They analyze from 
the literature the data they consider impor- 
tant. The paper touches on the following 
points: definition and classification (uretero- 
genital, vesicogenital, urethrogenital, com- 
bined and complex or mixed) ; etiopathogene- 
sis (gynecologic, surgical obstetric, or toko- 
genetic, spontaneous, operative actinogenetic, 
actinosurgical, carcinomatous, traumatic and 
inflammatory) and pathology. Each point is 
considered in detail with regard to etiologic 
factors and pathogenesis, pathologic picture, 
symptoms, diagnosis, prognosis, prophylaxis 
and treatment; and certain other aspects of 
the subject are discussed. Finally, the au- 
thors analyze the cases of fistula originating 
in operations performed in the department 
of Gynecology of the Buenos Aires Medical 
School. 


Guixa, H. L., and Otturi, J. E.: Etiopatho- 
genic Study of Vesicovaginal Fistulas, 
Semana méd. 104:27, 1954. 

The study is based on an analysis of the 
cases treated at the Chair of Gynecology of 
the Buenos Aires Medical School from 1928 
through 1953. Among some 19,000 patients, 
58 vesicovaginal fistulas were observed, 22 of 
which were tokogenetic, (37.93%), 16 sur- 
gical (27.58%), 16 carcinomatous (27.58%) 
and 4 actinogenetic (6.89%). Thirteen of the 
tokogenetic group were due to tears and ap- 
peared immediately, and 6 were due to necro- 
sis; in 3 the detail was not ascertained. Nine 
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of ‘the surgical group appeared after total 
or amplified total hysterectomy; 4 after cor- 
rective operations for genital prolapse; 1 
after an operation for rectovaginal fistula by 
the vaginal route, and 1 after vulvectomy and 
excision of the urethra for vulvo-urethral 
carcinoma. Eight resulted from the wound 
(immediate fistulas) and 8 were due to 
trophic tissue changes (late fistulas). Neo- 
plastic fistulas were always the result of 
an advanced stage in the growth of a car- 
cinoma of the cervix uteri; 3 of the pa- 
tients complained of incontinence of urine. 
Actinogenetic fistulas appeared after roent- 
gen therapy for carcinoma of the cervix 
uteri. 


Rosemblit, E.: Ectopic Testicle and Crypt- 
orchidism, Semana méd. 103:896, 1953. 

When a patient has one or both testicles 
out of the scrotum, differential diagnosis 
must be made between halted descent with- 
in the abdominoinguinoscrotal duct (crypt- 
orchidism) and situation outside the duct 
(ectopy). Once the diagnosis has been made 
of ectopy or fixation by anatomic anomaly, 
from which descent is not to be expected 
even if hormone therapy is used, operation 
is in order to fix the testicle in the scrotum 
when the patient is 6 years old. Hormone 
treatment should not be instituted for crypt- 
orchidism before the patient is 10 or 11; 
it should not be prolonged for more than 
six months, and if it fails operation should 
be resorted to without further delay. 
Changes in the germinative epithelium are 
precocious and have been shown to take 
place at the prepubertal age, intensifying 
from puberty on. Hormone therapy, there- 
fore, should be continued after operation to 
obtain the maximum trophism. In crypt- 
orchidie testicles that have descended after 
hormone therapy, this should not be stopped, 
but rather continued under clinical and 
spermatographic control. 


Arrendondo, H. F., and Albertengo, A. G.: 
Masculine Genital Elefantiasis: Surgical 
Treatment, An. de Cir. (Rosario) 18:77, 1953. 
Bol. Soc. de Cir. de Rosario 80:165, 1953. 

One case is reported in which radical op- 
eration was successful both functionally and 
cosmetically. 

A case is reported.in which both func- 
tional success and esthetic success were 
obtained. 
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Iusem, M.: Ascending Phlebography with 
Patient Erect, Prensa méd. argent. 41:587, 
1954. 

In a first section of this paper the 
author mentions the growth of phlebo- 
graphic technic in the past fifteen years and 
its real usefulness in daily practice; he 
brings the subject up to date. He re- 
views the conditions that require phlebo- 
graphic study of deep veins, observing that 
eczema, edema, pigmentation and ulcer are 
not peculiar to any one particular venous 
condition, and phlebographic study alone 
can solve the problem. In the second chap- 
ter he refers te technic, ascending, decend- 
ing and retrograde. He describes briefly the 
methods used by divers workers and their 
several technical modifications. The horizon- 
tal decubitus position, was the rule for as- 
cending phlebographic examination until 
Scott and Roach suggested the erect position 
in 1951; the value of this position has been 
confirmed by later work, which persuaded 
the author to use it for his patients. Its 
advantages are: (1) a simple technic avail- 
able to the general practitioner, wherever 
he works, as a routine test; (2) complete 
filling of deep veins, permitting a thorough 
anatomic study, and (3) the fact that it is 
the physiologic maximum hydrostatic pres- 
sure position which makes it possible to ob- 
serve the behavior of failing valves and com- 
municating veins, giving the method the 
value of a functional test. The technic is 
described in detail. In the third and last 
section the author analyzes medical and 
roentgen interpretation in cases of various 
diseases of the veins, closing with the state- 
ment that, in his opinion, the points dis- 
cussed in his paper should interest both 
physicians and surgeons with regard to 
study of the venous circulation in the lower 
limbs. Much can be learned from this simple 
and harmless means of examination, which 
produces maximum information with mini- 
mum discomfort to the patient. 


Collados Storni, M. P.; Ruggeri, F.; Lavise, 
J., and Vittoni, E. M.: Carotid Angiography 
with Controlled Arterial Hypotension for the 
Study of Brain Circulation: Preliminary Re- 
port, Prensa méd. argent. 41:115, 1954. 

The authors consider that carotid angio- 
graphic procedures, combined with the use 
of ganglioplegics, are in order in the pres- 
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ence of the following conditions: 

1. Cerebral angioma, when it is indispen- 
sable to locate and ligate the tumor’s af- 
ferent blood vessels, as a first stage, leaving 
the emptying vessels to be tied at the end 
of the procedure. Otherwise, if the opposite 
is done, the tumor is filled under pressure 
and may burst. 

2. Aneurysms, especially when the sac is 
large and the neck is small, so that under 
normal conditions of circulation, filling does 
not occur. 

8. Cartoid-cavernous fistulas. 

4. Highly vascular tumors (meningioma, 
glioblastoma). 

Satisfactory brain angiograms can un- 
doubtedly be obtained without recourse to 
gangliographic procedures in any patient 
who has no cerebral edema or accelerated 
circulation. If the team’s work is well co- 
ordinated, good plates will surely result, but 
they are firmly convinced that the method 
they suggest is useful for cases with marked 
edema of brain and accelerated circulation. 


Lienhard, C. P.: Phlebothrombosis and 
Thrombophlebitis, Soc. de Cir. de Buenos 
Aires Bol. y Trab. 37:661, 1953. 

The article is a paper read by Dr. Alfredo 
Ferreira. The author states that he does 
not mean to make an exhaustive study of 
the subject, but rather simply to discuss 31 
cases of phlebothrombosis and thrombophle- 
bitis of the limbs. 

The reader adds his comments to the 
author’s discussion of the subject. 


Feldman, L.: Ilio-aortic Thrombosis: 
Leriche Syndrome, Semana méd. 103:809, 
1953. 

The author transcribes an address made 
at the Sociedad Argentina de Cirugia as a 
commentary on a report by Dr. Puyo Villa- 
fane, read by Dr. Introzzi, and explanatory 
remarks made by Dr. Goni Moreno. 

It is important to have clear ideas about 
high arterial obliteration, as knowledge of 
the condition leads to a different interpreta- 
tion from that usually given to vascular 
disturbance in the limbs and complicating 
gangrene, whether due to endarteritis or 
diabetes. Long experience has taught him 
that conservative treatment is completely 
successful if duly warranted, i.e. in the 
benign clinical forms of the disease, but 
fails invariably with malignant forms, just 
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as do all the surgical procedures and their 
combinations. 


Puyo Villafane, E.: Ilio-aortic Thrombo- 
sis: Leriche Syndrome, Acad. argent. de Cir. 
Bol. y Trab. 37:544, 1953. 

The author summarizes a monograph read 
before the Academy, reporting the results 
obtained in 6 cases of ilio-aortic thrombosis 
treated by resection of the artery and sym- 
pathectomy combined. A succint discussion 
of the subject follows. 


Gurruchaga, J. V.: Aneurysm of Abdomi- 
nal Aorta, Bol. Soc. de Cir. de Rosario 20:114, 
1953; An. de Cir. (Rosario) 18:42, 1953. 

Having operated on a patient with an 
aneurysm of abdominal portion of the aorta 
due to arteriosclerosis, the author discusses 
several physiopathologic aspects and the 
symptoms of the condition, both physical and 
roentgenographic. He also outlines the divers 
technics that have been suggested for its 
surgical treatment. In the course of an ab- 
dominal operation it is occasionally neces- 
sary to face the fact of the presence of an 
aneurysm of the infradiaphragmatic segment 
of the aorta; diagnostic doubt arises in dif- 
ferentiation of the growth from other tumors 
of the same region, and the possible treat- 
ment is not always within the capacity of the 
attending surgeon. 

The patient’s case is described, and the 
operation, which consisted of inactivation of 
the aneurysm by intrasaccular wiring, is ex- 
plained. 


Fasce, A. L.: Intermittent Obstruction of 
Subclavian Vein, Bol. Soc. de Cir. de Rosario 
20:133, 1953. 

The upper limb is frequently the site of 
morbid conditions, among which is obstruc- 
tion of the subclavian vein. The author re- 
ports the case of 1 patient treated by him, 
since the condition is little known in Argen- 
tina. 

The clinical picture is not very clear cut; 
neither is the etiologic background simple, 
and authors disagree on the subject, so that 
it has been given several names: “intermit- 
tent venous claudication,” “traumatic veno- 
spasm,” “effort thrombosis,” “Paget-Schroet- 
ter’s effort.” Some degree of trauma is al- 
ways present (usually overabduction) or 
some unaccustomed effort. The syndrome is 
sudden in onset. The patient’s attention is 
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caught by the bluish tinge of the skin, the 
swelling and especially the feeling of heavi- 
ness in the affected limb. Paresthesia is not 
invariably present. It is usual to see a net- 
work of bluish veins at the root of the limb. 
The condition appears in subjects who enjoy 
perfect health, usually young and male, and 
in 66 per cent of cases it occurs in the right 
arm. Venospasm secondary to the constric- 
tion is considered the cause of the syndrome, 
and there is constantly observed an increase 
in venous pressure. 

The author discusses symptoms, diagnosis 
and pathologic manifestations briefly. The 
treatment of choice is operation for control 
after attempting sympathetic block and rest 
with the arm raised. 

The patient’s case history is given, and the 
paper closes with the author’s comments. 


Carrillo, R.; Matera, R. F.; Dulacska, J., 
and Driollet Laspiur, R.: Leriche Syndrome: 
Importance of Aortography and New Surgi- 
cal Departures, Arch. de Neurocirugia 9:169, 
1952. 

Leriche’s syndrome, or chronic thrombosis 
of the ilio-aortic sector, is a type of parietal 
arteritis which begins at the age of 30, with 
its origin far up on the primitive iliac ar- 
teries. It appears as a progressive condition 
that first follows the direction of blood flow, 
then passes the aortic fork and reaches the 
iliac artery on the other side, turning the 
aorta into a veritable cul de sac and, by caus- 
ing stagnation of blood, brings about lesions 
of the arterial parietal endothelium. The clin- 
ical symptoms are (1) an imperceptible fem- 
oral or iliac pulse; (2) absence of oscillations; 
(3) fatigue on standing up but not on walk- 
ing and (4) functional impotence followed 
by organic impotence. The disease progresses; 
when the progress is upward, it may obstruct 
the renal arteries and cause grave uremia. 
In other cases thrombosis of the leg arteries 
is followed by thrombosis of the large veins 
in the thigh, causing violent pain and gan- 
grene on one or both sides; the patient’s 
future is confinement to his bed for a long 
time and until his death. 

Aortographic investigation entails no risk 
and should be practiced in every case in 
which the syndrome is suspected. Patients 
in the first phase of the condition may be 
cured definitively by proper surgical treat- 
ment. 


Berenstein, P.: Leriche Syndrome; Chronic 
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Aortoiliac Thrombosis; X-ray Contribution, 
Prensa méd. argent. 41:840, 1954. 

The author describes Leriche’s syndrome, 
reviewing the pathogenesis and the patho- 
logic picture. The technic of aortography 
and interpretation of the plates is explained. 
The only contraindications are sensitivity to 
iodine salts, severe liver or kidney failure 
(up to 2 gr. of urea does not contraindicate 
an aortographic procedure). If the patient’s 
general health is satisfactory, neither age 
nor arteriosclerosis is a contraindication. 


Fasce, A. L.: Arterial Ulcer, Bol. Soc. de 
Cir. de Rosario 20:78, 1953. 

Uleers located at the distal extremity of 
the lower limb are the most evident complica- 
tion of disease of the peripheral blood ves- 
sels, and their etiologic diagnosis helps to 
elucidate an intricate problem. 

The author reviews the literature on the 
subject, describing the pathologic nature of 
hypertensive supramalleolar ulcers, an un- 
usual complication in patients with high 
blood pressure; its main clinical character- 
istic is pain that rest does not relieve, but 
walking does exacerbate. 

The author discusses diagnosis and states 
that lumbar sympathectomy is the treatment 
of choice, the quickest and surest for curing 
the condition. He closes the paper with the 
history of 1 case observed by himself and 
says that the paper is published to make 
the condition more widely known. 


Foa, A.: Treatment of Angiomas in Child- 
hood, Prensa méd. argent. 41:595, 1954. 

This is a report of the results obtained 
with curietherapy in 60 cases of angioma, 
mostly in children. This type of treatment 


‘was preferred for its simplicity and its free- 


dom from risk and from tissue reaction. 
100 per cent cures were obtained with very 
small doses in 100 per cent of cases. 


SURGICAL INSTRUMENTS AND APPARATUS 


Baistrocchi, J. D.: A New Phleboextractor, 
Soc. de Cir. de Cordoba Bol. y Trab. 4-5-6-7: 
147, 1953. 

Having used all known models of phleboex- 
tractors, the author has added one of his 
own, without aspiring to be original, and 
has used it for treatment in some 100 cases 
over more than a year. 

The apparatus and the mode of its use 
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are described, the author pointing out that 
he does not consider that it should be used 
in all cases; it is an aid to treatment and 
may increase security in cases in which a 
varicose condition is due to removal of the 
internal or external saphenous vein alone. He 
does not agree with some very distinguished 
surgeons who hold that phleboextraction is a 
routine procedure that infallibly cures vari- 
cose veins. He considers retrograde scleros- 
ing injections after ligation of all failing 
communicating veins (as shown clinically or 
by roentgenogram) the only “phleboextrac- 
tor” that can always be used and that gives 
the patient definitive relief. 


Irribarren, R. R.: An Apparatus for Cut- 
ting Laminate Grafts, Arch. Oftal. de Bs. A. 
453, 1953. 

The author describes an apparatus he has 
invented to eliminate the difficulty in obtain- 
ing a good corneal graft by cutting a lami- 
nate graft from the donor eye, since material 
which is searce or hard to get at the right 
time is often wasted. Its use has given him 
satisfactory results. 


Libman, E.: A Simple Model of Trephine 
and Complement for Perforating Keratoplas- 
ty in Two Layers or Step-Shaped Keratoplas- 
ty: Made in Argentina, Arch. Oftal. de Bs. 
A. 28:565, 1952. 

Of all the existing models of keratoplasty 
trephines, the author describes one whose 
interest lies in that it can be made in Ar- 
gentina. Its edge is all but perfect. The 
paper is illustrated with two diagrams of 
the instrument. 


Copello, A. J.: A New Surgical Needle, 
Prensa méd. argent. 41:424, 1954. 

The author describes an automatic surgi- 
cal needle and includes several explanatory 


diagrams. Various surgeons have found it 
satisfactory, and it has been used in divers 
surgical services with satisfaction. 


CHEMOTHERAPY AND ANTIBIOTICS IN SURGERY 


Ottone, J. E.: Prevention of Accidents 
After Transfusion: Our Experience Over 10 
Years, Semana méd. 103:822, 1953. 

There are post-transfusion reactions to 
blood transfusions, performed with every 
care, in 5 per cent of cases. The addition of 
calcium gluconate to the blood before trans- 
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fusion does not appreciably modify this per- 
centage. The addition of pyrazolone salts 
does reduce the incidence and intensity of 
the reactions. The addition of 1.5, 3 or 5 
cc. of Coramine, proportionally, practically 
eliminates reactions after transfusion. On 
the basis of a series of 300 transfusions plus 
Coramine the author strongly recommends 
this method as innocuous, effective, simple 
and inexpensive. 


Ruiz, V., and Benzecry, I. I.: Infiltration 
of Antibiotics and Novocain in Inflammatory 
Conditions in Women, Semana méd. 104:57, 
1954. 

After a brief sketch of the history of the 
use of anesthetic substances to combat the 
pain of pelvic inflammation in women, and 
its later association with antibiotics, the au- 
thors report on their satisfactory experience 
with parametrial infiltration of mixtures of 
procaine and penicillin, streptomycin or ter- 
ramycin in 596 women with gynecologic con- 
ditions of that type, in many of whom no 
success had followed other forms of treat- 
ment. 


Mancini, R. E., and Hass, C.: Local Effect 
of Hyaluronidase in Para-articular Cystic 
Mucoidosis (Ganglion), Semana méd. 103:837, 
1953. 

The histologic and cellular chemical as- 
pects of 6 excised ganglion tumors were 
studied. In 3 more, before excision, 1 to 3 
separate injections of hyaluronidase (testi- 
cular, 150 T.U. dissolved in 1 to 2 ec. of 
physiologic solution of sodium chloride) were 
given into the depth of the tissue. The en- 
zyme was inactivated before its injection in 
2 more cases. For histologic study of the 
connective tissue, hematoxylin-eosin and 
Azan’s trichromic stain were used; Weigert’s 
for elastic fibers; del Rio Hortega’s for re- 
ticular and collagen fibers; metachromatic 
stain and Hale’s colloid iron, controlled with 
hyaluronidase, for mucopolysaccharides; Mc- 
Manus-Hotchkiss’, controlled with ptyaline, 
hyaluronidase and methanolchloroform for 
dextroproteins. 

The authors observed: (1) that in gangli- 
ons without treatment there was mucoidosis 
of connective tissue, consisting of disappear- 
ance of collagen, reticulae and elastic fibers 
and involution of cells, and simultaneous new 
formation of amorphous substance composed 
of acid, hyaluronidase-sensitive mucopolysac- 
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charides; (2) that in ganglions that had been 
treated with hyaluronidase, the volume was 
progressively diminished and the microscope 
showed disappearance of amorphous sub- 
stance and dissolved connective fibers and 
their replacement by cell and fiber growth 
(fibroplasia), and (3) that the histologic and 
histochemical basis of the formation process 
of ganglions and the effects obtained by the 
use of hyaluronidase in their local treatment 
support the proposed name “cystic mucoido- 
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Canonico, A. N.: The Use of Nitrogenated 
Mustard Gas in the Treatment of Advanced 
Cancer: Experience at the Angel H. Roffo In- 
stitute for Experimental Medicine, Acad. 
argent. de Cir. Bol. y Trab. 37:517, 1953. 

The author concludes from his experience 
(1) that nitrogenated mustard gas has an 
undoubted effect on the structure of malig- 
nant tumors, as regards the vitality of their 
cells, that is microscopically similar to that 
of irradiation; (2) that in significant num- 
bers of patients temporary disappearance of 
some signs and symptoms occurs; (3) that 
at present this drug should only be used for 
patients who are beyond aid from the usual 
forms of treatment, and (4) that this and 
other evidence reported in the current litera- 
ture encourages further work on chemo- 
therapy for malignant disease, both in treat- 
ment and in biologic study of cancerous 
tissue. 


Viacava, E. P.; Schavelzon, J., and Mayo, 
J.: Intra-arterial Mustard Gas, Acad. argent. 
de Cir. Bol. y Trab. 37:564, 1953. 

The question is brought up to date by re- 
view of recent literature and the authors’ 
slight experience. Publication is warranted 
by the interest aroused of late by several 
drugs that are used by the intra-arterial 
route. The authors review the subject and 
note that their experience leads to the con- 
viction that mustard gas has an undoubted 
action on tumors, particularly those located 
in the pelvis, and they draw the following 
conelusions: 

1. From a practical point of view, it is 
remarkable how soon pain, straining and 
tenesmus, which are so frequent in the ad- 
vanced stages of pelvic tumors, disappear 
totally or partially. 

2. In many cases reduction in size and 
mobility of the tumor may be obtained. 


ARGENTINE ABSTRACTS 


3. The problem of toxicity demands cau- 
tion as to the indications for use of the drug 
and the manner of its use. 

4. Histologic changes that proved partial 
or total destruction of the tumor growth were 
observed in every patient in the authors’ 
series. 

5. Up to the time of writing, benefits have 
always been temporary and, in most cases, 
short-lived. Only 1 patient has been followed 
for four months. She has not had to resort 
to sedatives since the treatment was begun; 
her general health is good, and the tumor 
appears to be stationary. 


Albertelli, J.; Ménaco, H.; O’Connor, T., 
and Bur, G. E.: Nitrogenated Mustard Gas 
in Serous Cavities in the Treatment of Prop- 
agated Malignancy, Prensa méd. argent. 
41:201, 1954. 

It is possible to use nitrogenated mustard 
gas in the peritoneum or pleura of the human 
being for growths that have spread to those 
cavities. When these routes are used, general 
toxic phenomena are minimal. One of the 
most constant and remarkable effects is the 
rapid disappearance of fluid from the cavity. 
Consequently, there is improvement in gen- 
eral health, and the patient is relieved of 
many of the causes of his discomfort. An- 
other consequence is the greater ease with 
which it becomes possible to obtain favorable 
results with other forms of treatment, such 
as irradiation. 

Although there are unquestionable histo- 
logic changes in the tumor growth itself, 
there is no noticeable effect on its volume 
and further development. The changes ob- 
served are superficial; they do not penetrate 
the tumor mass. 

The authors consider themselves justified 
in advising with enthusiasm that the drug 
be used as a palliative for malignant tumor 
that has spread to the serous cavities. 


Villamil, M. F., and Beheran, H. R.: Treat- 
ment of Phlebothrombosis with Intra-arterial 
Trypsine, Prensa méd. argent. 41:526, 1954. 

In 1 case of acute phlebothrombosis, in- 
tra-arterial injections of trypsine were fol- 
lowed by disappearance of all the symptoms 
in a little over twenty-four hours. In a post- 
phlebitic syndrome that had gone on for over 
seven years the same treatment was followed 
by the clearing up of superficial thrombo- 
phlebitic foci, the total disappearance of 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


pain, remarkable attenuation of the edema 
and cure of an ulceration. Theoretically, the 
use of intra-arterial trypsine ought to be the 
most rational treatment for phlebothrombo- 
sis, as it aims at digestion of the clot, which 
is at the bottom of the whole condition in 
situ. Practice would seem to confirm this 
reasoning. Results have been obtained by 
using intra-arterial trypsine systematically 
in all cases of new or long-standing phlebo- 
thrombosis and its sequelae, which, in the 
case reported by the authors, were reduced 
to a minimum. 


Castillo Odena, I.: Pott’s Disease: Radical 
Surgery and Marsilid, Acad. argent. de Cir. 
Bol. y Trab. 37:5538, 1953. 

In a short paper the author presents a case 
history and an account of the operation 
performed. Later the patient was treated 
with Marsilid, an isopropylic derivative of 
isonicotinic acid hydrazid, a toxic drug that 
must be handled with care and is not yet 
on the market. The results were satisfactory, 
but not enough time has gone by to enable 
the author to draw conclusions. The encour- 
aging result of combining the drug with sur- 
gical therapy induce the author to report 


them, as they open up possibilities in the 
treatment of bone and joint tuberculosis 
which have thus far not been suspected. 


MISCELLANEOUS 


Pescuma, D.: Present State of the Treat- 
ment of Cancer by Irradiation, Semana méd. 
104:274, 1954. 

This report, presented to the Public Health 
Minister, encloses letters on the subject from 
divers authorities. The author closes with a 
note on the betatron as an instrument of 
treatment and experiment in biology. 


Sammartino, E. S.: Why There Ought to 
be Voluntary Blood Donors’ Associations in 
Every Important City and Town in My Coun- 
try and in Every Country in the World: Im- 
portant Advice for their Better Foundation 
and Organization, Semana méd. 104:38, 1954. 

This article is the first part of an extensive 
and meticulous study of the subject, sum- 
marized as follows: 

A. Introduction and motives for publica- 
tion. 

B. Reasons for such foundations. 

C. Bases and grounds for better creation 
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and organization of the associations. 

D. Closing remarks. 

E. Author’s bibliography. 

In the first part only the first points in 
the summary are dealt with. 


Sammartino, E. S.: Why There Ought to 
be Voluntary Blood Donors’ Associations in 
Every Important City and Town in My Coun- 
try and in Every Country in the World. Im- 
portant Advice for Their Better Foundation 
and Organization, Semana méd. 104:75, 1954. 

Conclusion of a paper previously begun 
(see above). The whole paper is summed up 
in this part, as follows: 

1. The 12 reasons given for creating a 
voluntary blood donors’ association in every 
city or important town are more than enough 
to show how important they are from a medi- 
cosocial point of view, not only for the town 
where they function but for the whole coun- 
try and even neighboring countries. 

2. The 15 suggestions made for the better 
foundation and working of each association 
by itself and the whole as a body are very 
important from every point of view. If they 
are carried out in all existing and future 
associations, prestige will be enhanced and 
a standard organization with others in the 
country will result. 

3. The author’s services are offered un- 
conditionally to the mayors of all the cities 
in the country and their health authorities, 
in collaboration to carry out the suggestions 
made in this paper. 


Ezeyza, S.: Synopses of the Present State 
of Knowledge of Cancer, Chapter IX (Con- 
clusion): Factors which Alter the Develop- 
ment of Cancer when the Tumor is Already 
Present, Including Human Treatment, Semana 
méd. 103:849, 1953. 

The action of factors prior to the appear- 
ance of the tumor were dealt with in Chap. 
III. (Rev. Cap. Argentino 2:174, 1953). All 
kinds of malignant tumors are included as 
is every histological type; factors may be 
accessory, inhibiting and inert. Each group 
is minutely discussed, with especial emphasis 
on the inhibiting group, which has been used 
in treatment of human beings. This exten- 
sive work on cancer closes with general re- 
marks and a bibliography for the nine chap- 
ters, comprising 9 books and 78 original 
papers. 
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Mosca, L. G.: Roentgentherapy for Bone 
Tumors, Prensa méd. argent. 41:434, 1954. 

The indication depends on the sensitivity 
of the tumor to roentgen rays, but results 
do not always agree with this general prem- 
ise. The most radio sensitive bone tumors 
are also the most malignant, the most in- 
vasive and the most quickly metastastic. Ir- 
radiation rapidly suppresses the primitive 
bone tumor, but metastasis in lung and bone 
are not long in appearing. 

1. Benign tumors. These should be excised 
(bone cysts, osteoma, and nonossifying fibro- 
ma of bone, mistakenly believed to be a vari- 
ety of osteoclastoma, which is of the nature 
of xanthoma). 

2. Hemangioma of bone. The results of 
irradiation are 72.7 per cent favorable. 

8. Osteoclastoma. Preferably treated by 
irradiation (87 per cent). Recidivation is 
less frequent when irradiation is combined 
with operation. 

4. Chondroma; adamantinoma. Surgical 
treatment is advised. 

5. Chondrosarcoma. Should have surgical 
treatment; merely palliative irradiation for 
chondrosarcomas of the pelvic bones. 

6. Osteoblastic sarcoma. Used to be con- 
sidered resistant: operation was advised, but 
results are poor. Combined treatment no 
better. 

7. Ewing’s sarcoma. 


Roentgen-sensitive. 
Prognosis bad from early bone and lung 


metastases. Roentgentherapy, however, is 
the treatment of choice. 


8. Reticulosarcoma. The prognosis fairly 
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good. The only treatment is irradiation, 
which cures 43 per cent. 

9. Plasmocytoma. The prognosis is defi- 
nitely bad, but irradiation is the treatment 
of choice. 


Onativia, A.: Use of Regitine in Patients 
with Arterial Hypertension as a Diagnostic 
Test of pheochromocytoma, Prensa méd. ar- 
gent. 41:258, 1954. 

In a group of 45 patients, 50 Regitine tests 
for pheochromocytoma were made. In 44 pa- 
tients the result was negative, i.e., there was 
no significant pressure drop as observed in 
hypertensive patients with pheochromocyto- 
ma. There was 1 false positive result in a 
female patient, who had paroxistic hyper- 
tension and in whom the existence of a func- 
tioning chromaffin tumor was never con- 
firmed. The hypertension was neurogenic or 
diencephalic. Intravenous injection of the 
drug was well tolerated, and intolerance is 
not an obstacle to routine use. 


Finochietto, R., and Yoel, J.: Lesions from 
Injections in the Gluteal Region, Anales de 
Cirugia. 12:507, 1953. 

The problem of patients for one or more 
fistulas, with chronic painful swellings in 
the gluteal region, evidently caused by so- 
called intramuscular injections, is discussed 
in detail. 

The types of lesion present in such cases 
are described, and the operations performed, 
for both acute and chronic conditions, are 
illustrated with 10 drawings. 
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